THE JOURNAL 


of the American Medical Association 


Published Under the Auspices of the Board of Trustees 


VOL. 148, NO. 7 


CHICAGO, ILLINOIS 


CopyriGHT, 1952, By AMERICAN MEDICAL ASSOCIATION 


FEBRUARY 16, 1952 


MANAGEMENT OF COUGH IN DAILY PRACTICE 


Andrew L. Banyai, M.D., Milwaukee 


Cough is one of the most frequent symptoms for 
which the patient seeks medical attention. Although 
cough can be produced voluntarily, it is, in its sponta- 
neous form, a reflex function of the body. Its purpose is 
the removal of accumulated mucus, inflammatory exu- 
dates, products of circulatory stagnation, extravasated 
blood, or foreign bodies from the respiratory tract and 
to rid the body of irritation of any sort originating in the 
air passages. Its most frequent sources are diseases of the 
lung, the throat, and the heart. For the intelligent and 
efficient treatment of cough, it is mandatory to search 
for its cause and institute appropriate measures accord- 
ingly. The multiplicity of lesions that may elicit cough 
should be recognized. Pathological changes in any part 
of the respiratory system, whether of mechanical, toxic, 
infectious, allergic, neoplastic, or other origin, may pro- 
voke cough. 

It is reasonable to assume that the forces of coughing 
are capable of evacuating inflammatory products or 
foreign bodies from the respiratory tract. In case of an 
inflammatory disease of the lung, such as bronchitis or 
pneumonia, one would expect a successful drainage 
under the effect of cough. If this is actually accomplished 
by coughing, one considers the cough as useful, ade- 
quate, or beneficial. There are a number of instances, 
however, when cough is not productive of any sputum or 
when the amount of sputum expectorated is much less 
than the coughing effort should have produced. This type 
of cough is customarily designated as unproductive or 
useless (tussal insufficiency ). 


TUSSAL INSUFFICIENCY 
- Useless or inadequate cough may be brought about 

by the following circumstances: 

1. The source of irritation that initiates the cough re- 
flex is outside of the lung, as for instance in diseases of 
the paranasal sinuses, an elongated uvula, pressure on 
the trachea or bronchi by mediastinal inflammation, 
tumors, or dilated blood vessels. 

2. Noninflammatory lesions of the bronchiai tubes, 
such as benign or malignant tumors, may cause persist- 
ent, annoying cough without expectoration. 


3. During the course of a great many inflammatory 
involvements of the bronchi or the lung parenchyma 
there is a phase when the formation of exudate is prac- 
tically nil; nevertheless, the congested state of the in- 
volved structures leads to strenuous but useless cough. 
The best examples of this are the first stage of an acute 
bronchitis with a so-called dry cough and certain forms 
of allergic bronchitis. 

4. A frequent source of inadequate cough is any dis- 
ease of the lung in which the mucoid or mucopurulent 
products of inflammation are so tenacious, sticky, and 
adherent to the walls of the respiratory passages that 
even intense, exhaustive coughing is unable to remove 
them. The prototype of inadequate cough of this sort is 
that seen in the paroxysmal stage of whooping cough. 

5. Accumulation of too much transudation in the 
alveoli in heart failure may elicit coughing that is insuf- 
ficient for the cleansing of the lung. 

6. There are cases in which retention of pulmonary 
exudates is taking place because their removal is blocked 
by pathological structural changes such as the formation 
of bronchial strictures. Such a condition often causes 
strenuous but ineffective coughing. 


7. Atelectasis may be the source of useless cough for 
the reason that, when the lung becomes airless distal to 
inflamed areas, there is no chance for the inspired air to 
get behind the inflammatory products that accumulate 
in the corresponding bronchial tubes; therefore, it can- 
not be compressed and act as the normal expulsive force 
of coughing. 

8. Useless cough is common in pulmonary emphy- 
semia. 

Assuming that there is inflammatory exudation in the 
lungs, its removal either by resorption or by expectora- 
tion is essential for the restoration of the normal ana- 
tomical and functional status of this organ. In the 
presence of tussal insufficiency, an accumulation and re- 
tention of mucus and purulent exudate may take place. 
The stagnation of inflammatory products in the bronchi 
and bronchioles is dangerous. The retained material may 
coagulate in the air passages, including the alveoli. Thus 
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it may cause complete obstruction and consequent ate- 
lectasis in the corresponding distal segment of the lung. 
Atelectasis obviates free motion of the respective lung 
areas. In the absence of normal lung motion, the flow of 
lymph is reduced or absent too. For this reason, exudate 
will not be carried through the implicated lymph chan- 
nels but will coagulate therein. Coagulated exudate has 
a tendency to heal by fibrosis, with ultimate damage to 


the integrity of the lung tissue. Pathogenic micro-organ- © 


isms that are dominant in the retained mucopus are likely 
to lead to pathological changes in the surrounding bron- 


chial walls and consequently may cause bronchiectasis. _ 


Tussal insufficiency may entail other difficulties. Drop- 


segment of the lung to another or from one lung to the 
opposite side. 

Tussal insufficiency associated with severe coughing 
increases the metabolic rate and interferes with the rest 
of the patient and with the rest of the lungs. Pulmonary 
hemorrhage may be initiated by excessive, strenuous 
cough. Other possible disagreeable sequelae of severe 
coughing include spontaneous pneumothorax, vomiting, 
loss of appetite, exhaustion, headache, insomnia, rise 
in temperature, marked dyspnea, cyanosis, thoracic pain, 
fracture of ribs, mediastinal emphysema, subcutaneous 
emphysema, subconjunctival hemorrhage, urinary incon- 
tinence, and, indirectly, myocardial failure. Strenuous, 
protracted, unproductive cough affects the heart ad- 
versely, because the high intrapulmonary pressure repre- 
sents an impediment to pulmonary circulation. This is 
particularly true of the aged. Roentgenograms of the 
chest taken during the Valsalva experiment (forced at- 
tempt at expiration with the glottis closed) show that the 
blood content of the lung is greatly reduced, owing to the 
fact that the right ventricle is unable to overcome the 
high intrapulmonary pressure. 

In chronic infections of the lung, the elastic fibers of 
this organ may become weakened either by toxic influ- 
ences or by interference with their normal blood supply. 
The latter is brought about by perivascular fibrosis sec- 
ondary to chronic infection. McCann and his associates # 
demonstrated that during severe coughing spells the in- 
trapulmonary pressure rose to 200 mm. of mercury (270 
cm. of water) over atmospheric pressure. Excessive in- 
crease in the intrapulmonary pressure during the course 
of protracted pulmonary infections is bound to break the 
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weakened elastic fibers of the lung. Extensive loss of 
pulmonary elastic fibers results in hypertrophic em- 
physema. 
TREATMENT 
Tussal insufficiency is treated symptomatically by 
cough sedatives when there is no material in the lower 


air passages that requires removal. Codeine (methyl- 


morphine) and dihydrocodeinone bitartrate are prefer- 
able for this purpose. Both are capable of sedating the 
respiratory center without causing depression of higher 
centers in the brain when administered in standard me- 
dicinal doses. Dihydrocodeinone bitartrate, a derivative 


: _ of codeine, is a white, crystalline powder, freely soluble 
lets of purulent, thin exudate may be sprayed from one - 


in water. Since 1923, a number of reports have dealt 
with its pharmacologic properties and clinical applica- 
tion.” I have found that it had a prompt antitussive action 
without interfering with the expectoration of inflamma- 
tory products. It is a habit-forming drug. In this respect, 
its potentialities are less serious than those of morphine 
but they are worse than those of codeine. Nausea may 
be a complaint when the drug is taken on an empty 
stomach. Dihydrocodeinone bitartrate is administered in 
the following dosage: adults, 5 to 10 mg. (42 to % 
grain) three times within a 24-hour period; children 2 
years of age or older, one-half the adult dose; younger 
children, one-quarter the adult dose. When circum- 
stances require, the drug may be given subcutaneously. 

The use of morphine is hardly ever justifiable in the 
management of cough. In addition to its highly habit- 
forming tendency, a number of its properties make its 
administration objectionable in the treatment of cough: 

1. It depresses the respiratory center too much. Con- 
sequently, the respiratory excursions of the chest and the 
respiratory volume of the lung diminish. These changes, 
in turn, imply a decrease in the normal expansion and 
contraction of the bronchi. In addition, the bronchial 
peristalsis is slowed down. The untoward effect of such 
chain of events on the normal cleansing capacity of the 
lower respiratory tract is self-evident. 


2. Morphine diminishes the muscular tone of striated 
muscles, including the diaphragm. The latter is responsi- 
ble for 37% to 47% of the ventilatory function of the 
lung and in a large measure for the normal cough me- 
chanism. Weakening of the functional capacity of the 
diaphragm inevitably interferes with the efficacy of 
cough. 

3. Morphine exerts an inhibitory action on the glands 
of the bronchial mucous membrane. Such interference 
with the physiological function of the bronchial mucosa 
represents another handicap in the way of the normal 
evacuation of bronchi. Also, it is well to keep in mind 
that undue dryness of the mucosal surface renders it 
more irritable, and it is therefore liable to increase the 
cough. 

4. Morphine causes a spasm of the smooth muscles of 
the bronchi and bronchioles. This, in turn, implies dis- 
turbed bronchial peristalsis (bronchial dyskinesia). The 
electrobronchographic studies of Luisada * illustrate that 
the oscillations of the normal pattern disappear after the 
administration of morphine. 
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The only exceptions to the contraindication to the use 
of morphine in the management of cough are (1) in- 
operable tumors of the lung and mediastinum when the 
cough cannot be controlled by other means or when it 
is associated with otherwise uncontrollable pain, (2) 
aneurysm of the aorta, pressing on the trachea or bron- 
chi, provided the cough cannot be checked by other 
cough sedatives, and (3) certain cases of cardiac de- 
compensation with cough in which sometimes surpris- 
ingly gratifying relief from respiratory distress and cough 
can be achieved by morphine. 

Of the saline expectorants, ammonium chloride is the 
most widely used. It is easily soluble in water. It should 
not be prescribed in alkaline solutions because it be- 
comes decomposed. The experimental observations of 
Perry and Boyd ‘ demonstrated that ammonium chloride 
increased the respiratory tract fluid through its reflex 
action from the stomach. When the branches of the 
vagus supplying the stomach were cut, ammonium 
chloride introduced into the stomach was ineffective. 
Under ordinary circumstances the increased bronchial 
secretions dilute and soften the inflammatory exudate 
and thereby aid its easier evacuation. Because of its 
Ajluting action, this and related salts are described as 
“solvent expectorants.” They are used to advantage in 
the so-called tight cough, which is not competent to 
remove the scanty, tenacious mucus from the bronchi. 
Their chief indication is the presence of troublesome 
cough during the acute and subacute phases of infections 
of the lower respiratory tract, such as bronchitis, bron- 
chopneumonia, and lobar pneumonia. Also, in long- 


standing pulmonary tuberculosis these drugs may effec- 


tively increase the fluid secreted in the bronchi so that 
viscid, adherent mucopus is liquefied and moved out. 
Basch and his associates * investigated the character- 
istics of bronchial secretions after the administration of 
ammonium chloride. They noted a lowering of the vis- 
cosity and the pH and an increase in the dried residue 
and the total nitrogen content. In addition to increasing 
the fluidity of the bronchial secretions, ammonium 
chloride stimulates the ciliary function of the mucous 
membrane. No satisfactory results can be expected un- 
less ammonium chloride is given in large enough doses. 
For this reason it is best to prescribe 5 grains (0.3 gm.) 
every two hours, or even every hour if necessary. 
Potassium iodide is one of the most effective com- 
pounds for the dilution and liquefaction of viscid muco- 
purulent products in the bronchial tubes. Experimental 
ebservations of Tuft and Levin ° show that it is excreted 
through the bronchial mucosa in 15 to 25 minutes 
whether it is given orally or intravenously. In this re- 
spect, intravenous administration has no advantage over 
the oral one. Its excretion is accompapied by a hyper- 
emia of the mucous membrane and by an increase in the 
secretion of the bronchial glands. Consequently, the ad- 
herent inflammatory exudate becomes more watery and 
less tenacious. Basch, Holinger, and Poncher ° reported 
their chemical studies on this subject. They noted that, 
after the administration of potassium iodide, the viscos- 
ity and pH of the sputum were lowered. Changes in the 
dried residue, the amount of ash, and the total nitrogen 
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content were variable. Potassium iodide is administered 
in the form of enteric coated tablets of 72 or 15 grains 
(0.5 to 1.0 gm.), as a solution in one of the syrups used 
as flavoring vehicles, or as a saturated watery solution 
of the salt. 

The experimental studies of Perry and Boyd * show 
that, through its reflex action initiated in the stomach, 
ipecac is capable of increasing the secretions of the 
glands of the bronchial mucous membrane. The in- 
creased secretions dilute the viscid inflammatory prod- 
ucts and thus assist in their dislodgement and removal 
from the respiratory passages. The emetine and saponin 
content 0: ipecac are considered respcasible for its thera- 
peutic influence. Basch and his collaborators ° studied 
the effect of fluid exuract of ipecac. They recorded that 
the viscosity of the sputum was lowered but its pH was 
not influenced. Changes in the dried residue, the amount 
of ash, and the total nitrogen were not uniform. In some 
patients there was a pronounced increase, while in others 
no change or a decrease was noted. Pick and Wasicky * 
attributed the expectorant action of ipecac to the fact 
that it is capable of relaxing the smooth muscles of the 
bronchi. A variable degree of bronchospasm is elicited 
by infections of the lower respiratory tract. This spasm 
interferes with normal bronchial peristalsis. The relax- 
ing influence of ipecac on the bronchial smooth muscles 
improves their functional capacity. Luisada * demon- 
strated that electrobronchographic tracings are exagger- 
ated after the administration of emetine, an alkaloid of 
ipecac. Ipecac is indicated in acute and subacute infec- 
tions of the tracheobronchial system. The most practical 
way of prescribing it is in the form of syrup of ipecac. 

The inhalation of steam has been a widely used popu- 
lar method for centuries for the treatment of severe 
forms of acute bronchitis, laryngotracheobronchitis, and 
bronchiolitis. Its popularity is well justified on the basis 
of studies that revealed that it actually stimulates the 
secretory function of the bronchial mucosa and also that 
it stimulates the cilia. 

Basch, Holinger, and Poncher * carried out an impor- 
tant clinical investigation concerning the effect of the 
inhalation of steam or moisture on the physical and 
chemical properties of sputum. Specimens were secured 
by carefully observed postural drainage or by broncho- 
scopic suction. They noted that after steam inhalation 
the viscosity of the sputum was greatly lowered and that 
the dried residue and the total nitrogen content of the 
specimens @Xamined were markedly reduced. 

Inhalation of volatile oils (menthol, thymef, oil of 
eucalyptus, oil of turpentine) is followed by increase in 
the secretions of the glands of the bronchial mucosa. 
Also, volatile oils stimulate bronchial peristalsis and cili- 
ary motion. 
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On the basis of the pioneering observations of Hen- 
derson,* I have been administering carbon dioxide as an 
expectorant since 1930.° Its administration is a simple 
and safe procedure and does not interfere with the com- 
fort of the patient. In my experience it has proved to be 
the most efficient expectorant. The benefits derived from 
its use are noticeable subjectively and objectively: 1. 
Spells of strenuous, exhausting coughing are prevented, 
and rest is thereby secured for the patients and particu- 
larly for the lungs. 2. An unproductive cough is trans- 
formed into a useful one. 3. Directly after inhalation, the 
amount of expectorated sputum is increased and its char- 
acter changes from a heavy, thick, and tenacious type 
into a thinner, serous, and more watery kind. 4. The use 
of expectorant drugs and narcotics can be reduced. 

The effectiveness of carbon dioxide is attributable 
mainly to the following factors: 1. It is a powerful res- 
piratory stimulant and induces increased inspiratory 
movements of the diaphragm and the chest wall that, in 
turn, cause a stretching and dilatation of the bronchial 
tubes. 2. It stimulates the myoelastic structures of the 
lung and leads to a forceful peristaltic movement of the 
bronchi. 3. It liquefies mucopurulent inflammatory exu- 
date that stagnates in the bronchial tract. 

The apparatus used in my work consists of a tank, 
containing a mixture of 5% carbon dioxide and 95% 
oxygen, mounted on a small platform on casters. A re- 
ducing valve and flow-meter are attached to the tank. 
A BLB (Boothby-Lovelace-Bulbulian) mask or OEM 
(Oxygen Equipment Manufacturing Company) mask 
can be used for the administration of the gas mixture. 
The meter is set to a flow of 5 liters per minute. The 
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inhalations are administered three times a day, or more 
often if needed. 

The mixture of 5% carbon dioxide and 95% oxygen 
can be used as a vehicle for the inhalation of aerosolized 
solutions of antibiotics (penicillin, streptomycin, and 
others). 

I prefer the use of aerosolized antibiotics after satis- 
factory evacuation of the lung following carbon dioxide- 


oxygen inhalations. In this maner, it is more likely that 
‘the antibiotics inhaled gain a direct access to and con- 
tact with diseased areas. 


Contraindications to carbon dioxide inhalations are 


(1) pulmonary hemorrhage, (2) acute pleurisy, (3) 
‘pronounced hypertension, and (4) extrapulmonary 


causation of cough. 
CONCLUSIONS 


1. The selection of remedies for the management of 
cough should be determined on the basis of pulmonary 
findings as well as the patient’s general condition. 

2. So-called expectorant drugs not only facilitate ex- 
pectoration but also accelerate resorption of inflamma- 
tory exudate. This combined effect may be designated 
as bronchocatharsis. 

3. Even the most efficient management of cough does 
not absolve the physician of the responsibility of treating 
the underlying disease on an etiologic basis. 


10437 Watertown Plank Rd. 
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EARLY DIAGNOSIS IN MASSIVE GASTROINTESTINAL HEMORRHAGE 


Norman Zamcheck, M.D., Thomas C. Chalmers, M.D., Max Ritvo, M.D. 


Melvin P. Osborne, M.D., Boston 


In the past, extensive efforts to achieve early diagnosis 
of the cause of massive upper gastrointestinal hemor- 
rhage were limited by the fear of exacerbation of bleeding. 
In recent years, the wider use of prompt surgical inter- 
vention has been made possible by advances in surgical 
techniques, improved understanding of transfusion, and 
the greater availability of blood for this purpose. Since 
patients requiring emergency surgery must be differ- 
entiated promptly from those who should be treated with- 
Out operation, the need for early accurate diagnosis of 
the cause of bleeding has been intensified. Diagnosis 
based on clinical grounds alone has proved unreliable in 
many instances; accordingly, we have employed adjuncts 
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to early diagnosis during the past three years at the Bos- 
ton City Hospital. Emergency roentgen examination of 
the upper gastrointestinal tract was performed on almost 
all the patients studied. In order to help differentiate pa- 
tients with operable lesions such as peptic ulcer from 
those with esophageal varices, the sulfobromophthalein 
retention liver function test was employed as a screening 
test for cirrhosis of the liver. Patients with retention indi- 
cating serious liver disease were further examined for the 
presence of esophageal varices by various methods, in- 
cluding emergency esophagoscopy, esophageal balloon 
tamponade, and roentgenography. The purpose of this 
paper is to review the usefulness and limitations of this 
early and complete diagnostic regimen. 


EARLY ROENTGEN EXAMINATION 
Patients with massive gastrointestinal hemorrhage 
were admitted to the medical wards. The admitting phy- 
sician evaluated the severity of the bleeding and instituted 
replacement therapy. Emergency roentgen examination ' © 
of the upper gastrointestinal tract was routinely sched- 


504 
ivil 
195 
and 


Vol. 148, No. 7 


uled for the following morning. All food and oral medi- 
cation were omitted for a period of 8 to 12 hours prior 
to the x-ray studies. Of 123 patients x-rayed, 74 were 
examined within 48 hours and 19 others within 72 hours 
after admission. All but six patients were examined within 
the first week. The examination was postponed when 
active bleeding or definite shock was present on the 
morning of the scheduled examination. Some of the pa- 
tients were unable to cooperate because of hepatic stupor 
or incipient delirium tremens. When delayed for any 
reason, the procedure was rescheduled for the following 
morning. The extent of the studies depended on the pa- 
tient’s condition and was decided by the roentgenologist 
in consultation with the ward physician. Complete roent- 
gen examinations, including fluoroscopy, multiple spot 
roentgenograms, and routine roentgenograms, were ac- 
complished on 106 patients. Pressure cone studies were 
included in 59 instances. Of the remaining 17 patients, 
13 were examined in the recumbent position only. The 
examinations of four patients were considered unsatis- 
factory because the studies were incomplete. 

The findings at the initial roentgen examinations were 
compared with subsequent roentgen, gastroscopic, and 
esophagoscopic examinations and with observations 
made at 29 operations and six autopsies. Peptic ulcer 
was diagnosed 91 times, (65 duodenal and 26 gastric), 
esophageal varices 5 times, gastric cancer 3 times, gas- 
tritis 40 times, and marginal ulcer twice. Fifty-three pa- 
tients had multiple lesions. No satisfactory final diagnosis 
was made on 12 patients, 10 of whom could not be 
studied adequately. The initial roentgen diagnosis was 
confirmed in 92 cases. A lack of correlation between the 
initial roentgen examination and all subsequent diag- 
nostic procedures was noted in 14 patients. The diagnoses 
involved included peptic ulcers in 5 patients, esophageal 
varices in 2, and gastritis in 7. Only three of these 14 were 
completely examined initially. Although the exact diag- 
nosis was not made at the initial examination of the 14, 
useful information was regularly obtained. When the 
roentgen examination was repeated in a more thorough 
manner two or three days later, it yielded the correct 
diagnosis in most instances. Seven ulcers (5 gastric and 
2 duodenal ) clearly defined on the initial roentgen exami- 
nation healed so rapidly that they would not have been 
demonstrable had the initial roentgen examination been 
unduly delayed. The accurate localization of lesions of 
the upper gastrointestinal tract expedited the decision re- 
garding operation and eliminated the necessity for time- 
consuming exploratory procedures in those patients who 
required operation. 

In 111 of the 123 cases there was no evidence of re- 
newed or continued bleeding after roentgen studies. In 
12 patients who did bleed severely after returning from 
the x-ray room, it was not possible to establish or dis- 
prove a causal relation between the roentgen procedure 
and the subsequent bleeding. No deaths could be at- 
tributed to the emergency roentgen examination. 

These studies indicate that emergency roentgen exami- 
nation of the gastrointestinal tract can be performed with 
a high degree of accuracy and that more extensive exami- 
nations can be carried out with greater safety than was 
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formerly believed possible. The use of early roentgen 
re-examination is recommended as a valuable adjunct to 
the initial study when necessary. Emergency roentgen 
examination of the gastrointestinal tract proved indis- 
pensable for the early correct diagnosis of the cause of 
hemorrhage in many instances. 


DIAGNOSIS OF ESOPHAGEAL VARICES | 
Surgical intervention is contraindicated during active 
bleeding from esophageal varices in patients with cir- 
rhosis of the liver. These patients must be differentiated 
promptly from patients who may require surgery. Clinical 
recognition of liver disease of sufficient severity to cause 
varices is not always possible, especially in the absence 
of jaundice. A simple test of liver function, therefore, 
was sought to help screen out patients with cirrhosis. 
Sulfobromophthalein Sodium Retention Test—The 
sulfobromophthalein sodium retention liver, function 
test > proved to be a rapid, safe, and reliable means for 
accomplishing this purpose when the test was performed 
during active bleeding soon after the patient was admitted 
to the hospital. Five milligrams of dye per kilogram of 
body weight was injected intravenously, and the retention 
in the blood was determined at the end of 45 minutes.* In 
a group of more than 61 patients * the following observa- 
tions were made: Normal sulfobromophthalein retention 
(5% or less) excluded the possibility of liver disease 
severe enough to cause esophageal varices. A high re- ° 
tention (15% or greater) indicated the possibility of 
serious liver disease, and immediate measures were taken 
to examine the esophagus for the presence of varices, 
especially when the decision to operate depended on the 
findings. Liver disease of lesser severity than cirrhosis 
was also accompanied by initially high retention, which 
dropped within a day or two to only slightly elevated or 
normal levels, differing from results in those with cir- 
rhosis, who had persistently high retention. Although 
severe shock, advanced age, and possibly fever could in- 
crease the sufobromophthalein retention, the usefulness 
of the test was not impaired.* Varices caused by extra- 
hepatic portal obstruction (Banti’s syndrome) are not 
distinguished by the test in the absence of cirrhosis. Clini- 
cal recognition of this condition must be relied on (youth, 
splenomegaly, associated diseases). We have seen no 
examples of this condition during the present study. 
Although roentgen demonstration of esophageal var- 
ices in cooperative, nonbleeding patients is usually suc- 


1. Drs. Simon R. Hershorn and Thomas P. Cotter actively participated 
in the roentgen studies, more detailed presentation of which may be 
found in Zamcheck, N.; Cotter, T. P.; Hershorn, S. E.; Chalmers, T. C.; 
Ritvo,, M., and White, F. W.: Early Roentgen Diagnosis in Massive 
Bleeding from the Upper Gastro-intestinal Tract: Clinical Eva'uation of 
Safety and Reliability of the Method in 123 Patients, Am. J. Med., to be 
published; and Ritvo, M.; Cotter, T. P., and Zamcheck, N.: kariy Reent- 
gen Diagnosis in Massive Gastro-Intestinal Hemorrhage: HI. Roentgen 
Aspects, Am. J. Roentgenol. 66: 728, 1951. 

2. Zamcheck, N.; Chalmers, T. C.; White, F. W., and Davidson, C. S.: 
The Bromsulphalein Test in the Early Diagnosis of Liver Disease in Gross 
Upper Gastro-Intestinal Hemorrhage, Gastroenterology 14: 343, 1950. 

3. It has been our experience that the use of the comparator block 
technique for the estimation of the sulfobromophthalein retention is not 
sufficiently reliable for this test, and the use of photoelectric colorimetry 
is recommended. 

4. Since it is well known that some patients with proved cirrhosis may 
have normal or only slightly elevated sulfobromophthalein values when 

“their liver disease is well controlled, it should be emphasized that the 
values given above are those obtained during or shortly after massive 
hemorrhage. 
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cessful, patients with active or recent hemorrhage may be 
too ill for transfer to the x-ray examining room or for 
complete roentgen examination of the esophagus. In such 
instances emergency esophagoscopy has proved to be the 
diagnostic procedure of choice. 

Emergency Esophagoscopy.—When patients were too 
ill for roentgen examination, emergency bedside esopha- 
goscopy® was performed under topical anesthesia. 
Esophagoscopy performed in the operating room under 
general anesthesia was reserved for patients failing to co- 
operate under local anesthesia. During the past three 
years, diagnostic esophagoscopy has been performed on 
bleeding patients more than 50 times.° 

In spite of the advanced age and severe illness of some 
of the patients, relatively little discomfort was encount- 
ered, and there were no deaths or serious complications 
from the procedure. It cannot be overemphasized, how- 
ever, that esophagoscopy is a potentially dangerous 
maneuver, which demands experienced workers and 
trained assistants. Bedside examination should be dis- 
continued if the patient fails to cooperate at any time. 
Esophagoscopy provides the only nonoperative method 
for the direct visualization of esophageal varices. Only by 
such direct visualization can it be established with cer- 
tainty that the bleeding arises from varices rather than 
from a coexisting lesion, such as gastritis or peptic ulcer. 
Wher bleeding varices are found, oxycel gauze (absorb- 
able hemostatic) may be introduced through the esopha- 
goscope, with the aim of promoting clot formation, or 
esophageal balloon tamponade may be employed. 

Esophageal Balloon Tamponade.—The difficulty of 
diagnosis as well as of management of bleeding esopha- 
geal varices has stimulated investigation of the use of 
esophageal balloon tamponade.*” Preliminary observa- 
tions with the triple lumen tube devised by Sengstaken 
and Blakemore * have been made in approximately 20 
patients at the Boston City Hospital. A sausage-shaped 
balloon mounted around a tube is introduced into the 
esophagus and, on inflation, compresses the esophageal 
veins; it is held in place by an attached second balloon, 
inflated in the cardiac end of the stomach. Separate 
lumens supply the two balloons, and a third permits 
liquid feeding and aspiration of stomach contents while 
the two balloons are in position. The prompt cessation of 
bleeding on introduction and inflation of the balloons 
and the resumption of bleeding on deflation supports the 
diagnosis of esophageal varices. Studies of the use of 
balloon tamponade are still preliminary, and at the pres- 
ent time we consider it desirable to use this procedure 
as a therapeutic method only when the diagnosis of 
esophageal varices has been clearly established. The in- 


5. (a) Carter, M. G., and Zamcheck, N.: Esophagoscopy in Upper 
Gastrointestinal Bleeding,, New England J. Med. 242: 280, 1950. (b) 
Desforges, G., and Aves, F. H.: The Diagnosis of the Cause of Massive 
Bleeding from the Esophagus, to be published. 

6. The application of esophagoscopy to this problem during this study 
was initiated by Dr. Max Carter of the Thoracic Surgical Service and 
continued by other resident members, including Drs. Axel Kyl!lonen, 
William Sieber, George Ware, Frederick Aves, and Gerard Desforges. 

7. Sengstaken, R. W., and Blakemore, A. H.: Balloon Tamponage for 
the Control of Hemorrhage from Esophageal Varices, Ann. Surg. 131: 
781, 1950. 


8. Studies are being conducted by Dr, Jane Desforges of the Thorndike : 


Memorial Laboratory. 
9. Frommeyer, W. B., and Epstein, R. D.: Medical Progress: Hemor- 
thagic Diseases, New England J. Med. 241: 700 and 743, 1949. 
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troduction of the tube into the esophagus is sometimes 
difficult because of its large caliber, and its prolonged use 
not only is troublesome but may be hazardous. Painstak- 
ing care by both physicians and nurses is necessary. 
Liquids may be introduced into the wrong one of the 
three tube openings and complicate the problem of tube 
withdrawal. Secretions, accumulating in the esophagus, 
present the hazard of aspiration. Despite these and other 
problems, esophageal balloon tamponade offers at pres- 
ent the most promising means for the immediate manage- 
ment of esophageal hemorrhage. Potentially, the tube 
enables diagnostic discrimination between multiple 
lesions of the upper gastrointestinal tract. For example, 
in two of our patients, coexisting esophageal varices and 
duodenal ulcers were diagnosed. The correct site of 
bleeding was indicated by appropriate observations made 
with the tube in place. : 


HEMORRHAGIC DIATHESES 

The above procedures supplement the routine history 
and physical and laboratory examinations by which 
medical causes of bleeding may be recognized. General- 
ized bleeding tendencies, as in drug intoxication, throm- 
bocytopenia, uremia, and diseases of the spleen and bone 
marrow, are responsible for relatively few cases of mas- 
sive gastrointestinal hemorrhage. When it does occur, 
clinical evidence of bleeding elsewhere usually accom- 
panies the digestive tract bleeding. In one year gastro- 
intestinal hemorrhage occurred in two known hemo- 
philiacs in this clinic. | 

Severe liver disease, however, is regularly accompanied 
by multiple coagulation defects, which may contribute 
to bleeding from varices, ulcers, or gastritis in cirrhotic 
patients. Thus, 24 consecutive patients with advanced 
cirrhosis and massive gastrointestinal bleeding all mani- 
fested laboratory evidence of defective coagulation.* 
Twenty-two of these patients had demonstrable lesions 
of the upper digestive tract; the remaining two had none. 
Only 2 of these 24 patients had clinical evidence of a 
generalized bleeding defect, i. e., purpura, diffuse pete- 
chiae, or multiple bleeding sites. 

Simple screening laboratory procedures are usually 
sufficient to reveal the blood dyscrasia: examination of 
stained smear for thrombocytes, determination of bleed- 
ing and clotting times, tourniquet test, and one-stage 
prothrombin determination will identify most cases.’ 


COMMENT 

Effective application of early and complete diagnostic 
studies is dependent on the collaboration of physicians 
conversant with the techniques described as well as on 
the availability of adequate laboratory and blood bank 
facilities. To the extent that these considerations are ful- 
filled or unsatisfied the dynamic approach to early diag- 
nosis of patients with massive hemorrhage is justified or 
imited. In a large municipal hospital, where the incidence 
of liver disease is high and massive gastrointestinal hem- 
orrhage is commonly the first manifestation of gastro- 
intestinal disease, greater reliance must be placed on this 
energetic diagnostic regimen than may be required else- 
where. Management of a patient with serious hemorrhage 
without the benefit of exact diagnosis entails a definite 
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risk, which may often exceed the potential dangers of the 
diagnostic procedures. 

Abundant justification for the application of prompt 
and complete studies was found in a review of 101 un- 
selected fatal cases of massive gastrointestinal hemor- 
rhage obtained from all services at the Boston City Hos- 
pital and studied post mortem at the Mallory Institute 
of Pathology between 1945 and 1949.'° One-third of the 
patients had died within 24 hours of hospitalization, 
more than half within three days, and approximately two- 
thirds within one week. Since, in the fatal cases, one-third 
of the patients had bled from varices and approximately 
one-half from peptic ulcers, the need for the prompt dif- 
ferentiation of these two groups was further emphasized. 
The same study pointed out that laboratory aids to the 
diagnosis of massive gastrointestinal hemorrhage are not 
a substitute for clinical awareness. In 29 cases, the exist- 
ence of hemorrhage was obscured by the presence of 
other major clinical disorders and was totally unsus- 
pected when the patients were first admitted to the ward. 
The existence of massive gastrointestinal hemorrhage 
was first disclosed at autopsy in nine cases; five of the 
patients had been hospitalized for less than four days. It 
is surprising that 32 fatal episodes of bleeding were 
initiated after the patients were hospitalized for other 
conditions and hemorrhage was unsuspected until 
autopsy in 15 of these. Roentgen examination of the 
gastrointestinal tract was performed on only 12 of these 
patients, and in none prior to the sixth hospital day. 

Despite the most careful efforts, a diagnosis cannot be 
established in some cases until operation. Some patients 
bleed so massively on arrival at the hospital that they are 
sent promptly to the operating room after nonsurgical 
causes of bleeding and hepatic cirrhosis have been ex- 
cluded. A few may arrive at the operating room with 
erroneous diagnoses. The responsibility for accurately 
finding the cause of bleeding then falls on the surgeon. 
Certain lesions of the upper gastrointestinal tract that 
cannot always be diagnosed preoperatively may be read- 
ily identified at operation. These include acute superficial 
ulcers of the duodenum and the stomach, marginal ulcers, 
acute gastritis, duodenitis, and submucosal aneurysms. 
For this reason, in massive persistent bleeding operation 
should not be unduly delayed when no clear-cut diag- 
nosis has been achieved and nonsurgical causes of bleed- 
ing have been excluded. 


At laparotomy, careful inspection should be made of 
all organs for deformity, color and blood vessel changes, 
local edema, and abnormality of regional lymph nodes 
and lymphatic drainage areas. The small bowel should 
be transilluminated. Gastrotomy, duodenotomy, or both 
are essential when the site of the lesion cannot be found 
after preliminary inspection and palpation. Trauma to 
mucosal surfaces, which may obscure the significant pre- 
existing mucosal lesions, must be avoided. Although the 
duodenal cap may appear normal on external inspection 
and feel normal when palpated through a gastrotomy 
incision, acute shallow ulcerations may be seen when it 
is inverted through the pylorus. Similar lesions may be 
seen in the cardiac portion of the stomach and at gastro- 
enterostomy stomas. 
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Although the number of cases in which the condition 
is undiagnosed at operation are reduced by this complete 
examination, there remain a few patients bleeding from 
lesions that cannot be found. The critical state of some 
may preclude time-consuming, painstaking expioration, 
View of the bleeding site may be obstructed by immov- 
able organs, blood, or tenacious mucus.*Some lesions 
are difficult to find even with the extirpated stomach 
in hand. Since most upper gastrointestinal bleeding oc- 
curs from lesions located in the lower two-thirds of the 
stomach and the proximal 4 to 6 cm. of the duodenum, 
resection of these segments may be life-saving in such 
instances. 

In the past, the difficulty of achieving a rational selec- 
tion of patients requiring emergency surgery for massive 
bleeding yielded inevitable errors and sometimes resulted 
in controversy between enthusiasts for “surgical” and 
those for “medical” treatment. It is hoped that the diag- 
nostic regimen here described will facilitate individual- 
ized management of these patients. | 


SUM MARY 

Prompt diagnosis of the cause of massive upper gastro- 
intestinal hemorrhage may be facilitated by the usual his- 
tory and physical and laboratory examinations, aided by 
emergency roentgen examination. The prompt recog- 
nition of patients bleeding from esophageal varices is 
expedited by use of the sulfobromophthalein sodium liver 
function test and esophagoscopy and balloon tamponade. 
Early diagnosis of the cause of bleeding expedites selec- 
tion of patients requiring surgical intervention. Properly 
applied, this diagnostic regimen is advantageous for use 
at the large mugicipal hospital and may be of benefit 


wherever appropriate facilities and trained personnel are 
available. 


10. Chalmers, T. C.; Zamcheck, N.; Curtis, G., and White, F. W.: Fatal 


ee Hemorrhage: A Clinicopathological Study, to be pub- 
ed. 


Coronary Disease—Complete occlusion or considerable nar- 
rowing of one or more coronary arteries may exist without 
giving rise to any clinical signs or symptoms and without having 
produced myocardial damage. The apparent inconsistency be- 
tween the presence of long standing obstructive arterial lesions 
and the absence of significant pathologic or clinical evidence of 
myocardial damage is dispelled by the demonstration of a col- 
lateral circulation which serves as a bypass in relation to the 
obstruction in each of these hearts... . In. . . angina pectoris, 
coronary failure and acute myocardial infarction, the underlying 
mechanism seems to be a relative disproportion between the re- 
quirements of the heart for blood and the supply through the 
coronary arteries. The changes in the myocardium resulting 
from this disproportion depend solely on the extent and dura- 
tion of the relative ischemia, not on the manner in which they 
are produced. The absolute necessity for immediate and com- 
plete bed rest, sedation, reduction of excessively high cardiac 
rates and other measures designed to reduce the work of the 
heart, in the presence of prolonged cardiac pain is emphasized 
as a means of limiting the extent of myocardial necrosis or even 
preventing its development. Such a regimen also affords an 
opportunity for the development of a more adequate collateral 
circulation. Similar considerations would seemingly apply to 
patients in whom angina pectoris suddenly appears or when 
the frequency or intensity of the attacks suddenly increases.— 
Herrman L. Blumgart, Coronary Disease: Clinical-Pathologic 
Correlations and Physiology, Bulletin of the New York Academy 
of Medicine, December, 1951. 
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PRESENT STATUS OF THERAPY IN MYASTHENIA GRAVIS 


N. S. Schlezinger, M.D., Philadelphia 


The neuromuscular disorder known as myasthenia 
gravis was first described by Willis in the 17th century. 
The clinical features were more distinctly outlined by Erb 
in 1878, and the periods of remission were emphasized by 
Goldflam, so that the condition frequently has been re- 
ferred to as Erb-Goldflam’s disease. Since this article is 
designed to focus attention on the present status of ther- 
apy in myasthenia gravis, there will be no effort made to 
consider in detail the pathology and symptomatology of 
this disease. For a comprehensive survey of these aspects, 
reference may be made to the excellent review by Kesch- 
ner and Strauss.* 

The chief clinical feature of myasthenia gravis is 
muscle fatigability on sustained effort. The initial symp- 
‘toms most often appear in the extraocular muscles, pro- 
ducing ptosis and a variable diplopia. The extraocular 


Fig. 1 (Eighth patient in Table 1).—(A) Myasthenic facies including 
complete bilateral external ophthalmoplegia; (B) patient’s appearance eight 
years following spontaneous remission. 


muscle involvement may be so severe as to produce a 
complete external ophthalmoplegia (Fig. 14). Weak- 
nesses of the facial muscles, muscles of mastication, pal- 
ate, pharynx, and larynx are commonly observed mani- 
festations. The characteristic myasthenic facies is due to 
disappearance of normal folds as well as a lack of com- 
pensatory furrowing of the forehead in the presence of 
ptosis. Pain in the neck may be an early symptom and is 
due to weakness of the neck muscles. In some instances 
weakness of the muscles of the extremities represents an 
early and prominent feature. 

The disease usually occurs in young adults but has 
been observed at all ages. There are reports describing its 
appearance at birth, and I have observed the disease in 
an 81 year old man. During childhood and young adult- 


From the Departments of Neurology, Jefferson Medical College and 
Wills Eye Hospitals. 

Read before the Section on Nervous and Mental Diseases at the One- 
Hundredth Annual Session of the American Medical Association, Atlantic 
City, June 14, 1951. 

1. Keschner, M., and Strauss, I.: Myasthenia Gravis, Arch. Neurol. & 
Psychiat. 17: 337 (March) 1927. 

2. Schlezinger, N. S.: Evaluation of Therapy in Myasthenia Gravis, 
Arch. Int. Med. 65: 60 (Jan.) 1940. 


hood the disease appears to be commoner in the female. 
The course of illness in most cases is characterized by 
gradual onset and by remissions of variable duration— 
they may extend over a period of months or years. Oc- 
casionally the onset may be sudden, and an apparent 
post-traumatic onset has been observed. Monosympto- 
matic myasthenia has been noted usually in the form of 
unilateral ptosis, and one such case is included in the 
examples to be mentioned. Noteworthy is the fact that 
muscle weakness in myasthenia gravis will consist of an 
element of weakness that is more or less completely 
eliminated by rest and another element of weakness that 
appears to be persistent and relatively unaffected by rest. 
It is the latter element that becomes pronounced in those 
patients who are refractory to treatment and who suc- 
cumb despite treatment. 

Some discussion of the current concepts regarding the 
pathogenesis of myasthenia gravis is pertinent, since the 
major advances in the treatment of this disease have 
been attributable to and have reflected improvement in 
our understanding of the underlying pathophysiology. 
The pathogenesis of this disease remained obscure until 
the development of the theory of chemical mediation of 
nerve impulses at synaptic junctions. It was assumed that 
the nerve impulse was transmitted at the myoneural junc- 
tion by the sudden liberation of acetylcholine, with this 
chemical reaction quantitatively controlled by the chem- 
ical counteraction of cholinesterase. My previous attempt 
to evaluate therapy in myasthenia gravis 10 years ago * 
was made when the favored concept about the patho- 
genesis of this disease consisted of the hypothesis that an 
abnormally rapid destruction of acetylcholine was a con- 
sequence of overactivity of cholinesterase. During the 
last decade this concept has been largely replaced by the 
hypothesis which emphasizes impaired synthesis of 
acetylcholine at the myoneural junction. In some re- 
spects this appears to be a more adequate explanation, 
but conclusive proof is lacking. The concept of a ten- 
dency towards curarization at the myoneural junction 
has also been postulated. 

The obvious confusion which continues about the 
pathogenesis more or less accurately reflects the unsolved 
problems in the treatment of myasthenia gravis. Although 
a definitive concept is lacking with regard to the specific 
alteration in function at the myoneural junction, there 
has been increasingly favored the hypothesis of a basic 
metabolic or endocrine disturbance. Metabolic or endo- 
crine dysfunction may be fesponsible for the develop- 
ment of myasthenia gravis through the production of a 
substance which possibly interferes with the synthesis of 
acetylcholine or possibly is curarizing in its action. It is 
now generally accepted that the liberation of acetylcho- 
line is necessary in the transmission of nerve impulses at 
motor nerve endings. The assumption that inhibition of 
cholinesterase by neostigmine enables the action of ace- 
tylcholine to be prolonged at the myoneural junction has 
served as the basis for the administration of neostigmine 
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in sufficient amounts to make transmission of the impulse 
more adequate in patients with myasthenia gravis. 

Since the advent of neostigmine as a generally effec- 
tive medicament in the treatment of myasthenia gravis,* 
it has remained the accepted form of treatment in the 
vast majority of cases. It also has served as a basis for 
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years serves as a basis for reemphasizing the value of. 
neostigmine. A representative group of cases, in which. 
the patients were treated primarily with neostigmine and 
were observed over periods varying from 2 to 10 years, 
are outlined in Table 1. It is well known that most pa- 
tients with myasthenia gravis tolerate neostigmine with 


Taste 1.—Patients Primarily Treated with Neostigmine and Ephedrine 


Age Sex Symptoms Course with Therapy 

19 F During 4 yr. diplopia and later ptosis; myasthenic Controlled with partial relief by 75 to 120 mg. neo- 
facies; external myasthenia elic- stigmine daily; partial remission during pregnancy; 

ted in jaws and han after 10 yr. medication limited to ephedrine 

OF F During 3 mo. diplopia cus increasing ptosis; myas- —— ye with 124 to 150 mg. neostigmine daily; 
thenie facies; bilateral external ophthalmoplegia . later due to coronary occlusion; (no 

45 M During 1 yr. diplopia and increasing ptosis; myas- Diminishing og with t50 to 180 mg. neostigmine 
thenie facies; bilateral external ophthalmoparesis; daily for 1 
palatal weakness 

62 M During 1 yr. neck pain followed by diplopia, dys- Excellent response initially to 120 mg. neostigmine 
phagia, dysarthria, and some generalized weakness; daily; subsequent fluctuation slightly for 5 yr. 
myasthenic facies; bilateral external ophthalmo- 
paresis: myasthenia elicited in palate, tongue, and 
extremities 

65 - F During 2 yr. diplopia and increasing ptosis; myas- Partial benefit with neostigmine averaging 160 meg. 
thenie facies; bilateral external ophthalmoplegia daily; requires crutch glasses; no evidence of pro- 

gression for 3% yr. (no ephedrine) 

22 M During 1 mo. diplopia followed by weakness of the Adequate control with 90 mg. neostigmine daily; 
jaws, left arm, and left leg; left ptosis and multiple gradual! improvement over period of 2 + 
extraocular muscle pareses; myasthenia elicited in taneous complete remission with no medication 
left extremities during past 2 yr. 

30 F During 2 mo. slight left ptosis; myasthenie left ptosis Snes by 90 mg. neostigmine daily; no change 

or 3 yr 

57 M During 3 mo. generalized fatigue followed by ptosis Gradual improvement with 90 mg. neostigmine a_i 
and SS nia! myasthenic facies; bilateral external almost complete spontaneous remission within 
ophthalmoplegia; myasthenia elicited in extremities mo.; no medication for past 8 yr. 

33 M ing 2 yr. episode of diplopia and painful left eye Partial relief with 150 mg. neostigmine daily; spon- 
followed by similar episode involving right eye plus taneous partial remission 10 mo. later with neostig- 
weakness of arms and legs; myasthenic facies; mine reduced to 45 mg. daily for 2 yr.; no medica- 
multiple extraocular muscle pareses; myasthenia ment during the past year with almost complete 
elicited in arms and legs remission and 45 lb. (204 kg.) increase in weight 

17 F During 1 yr. diplopia, ptosis, and general fatigue; Considerable benefit with 99 mg. neostigmine daily, 
myasthenic facies; myasthenia elicited in arms and but gradual increase in dosage required over period 
legs 7 yr. to level of 180 mg. daily 

24 F During 10 mo. arm and leg weakness followed by Considerable benefit obtained with 90 to 120 mg. neo- 
ine and dysphagia; myasthenie facies; myas- stigmine daily for 5 yr. 
thenia elicited in arms and legs ® 

32 M During 9 mo. left ptosis and diplopia; myasthenic Adequate control obtained with variable dose of neo- 
facies; left ptosis and multiple extraocular pareses; stigmine (90 = 180 mg.) daily; fluetuant course for 
myasthenia elicited in arms 7 yr. 

35 M During 4 mo. ptosis followed by generalized fatigue; Partial benefit with variable dose of neostigmine (9) 
myasthenic facies; slight ptosis bilaterally; myas- = 180 mg.) daily; fluetuant course for 7 yr.; econ- 
thenia. elicited in arms and legs siderably increased disability coinciding with 

marital incompatibility; death of obscure origin re- 
ported within past year 

27 M During 8 mo. dysphagia with 45 Ib. weight loss; myas- Partial relief with variable dose of neostigmine (60 
thenie facies with slight ptosis; marked palatal = 180 mg.) daily for 2 yr.; exacerbation requiring 
weakne 300 mg. neostigmine orally plus neostigmine par- 

enterally before meals; partial remission with com- 
plete rest and subsidence of marital incompati- 
bility; return to work and aac reduced to 
150 mg. daily during past yea 

56 M During 6 mo. diplopia and right ptosis; aaa external eupeteaate relief with 120 mg. neostigmine daily 
ophthalmoparesis including right ptosis ©.; complete remission with no medicament 

Gusleg past year (no ephedrine) 

33 F During mo. leg weakness, ptosis, and diplopia; — benefit with 120 mg. neostigmine daily; after 
bilateral external ophthalmoparesis; myasthenia wk. progressive weakness with dysarthria and 
elicited in legs A I requiring 1.5 mg. neostigmine parenter- 

ally every 2 br.; nitrogen mustard given for 4 days 
with no appreciable change; death 1 mo. later 
despite 1.5 mg. per hour neostigmine parenterally 

32 F During 5 yr. generalized muscle fatigue; diplopia and weterete benefit with 150 mg. neostigmine daily for 
dysphagia for 4 yr.; 25 lb. (11.3 kg.) weight loss, mo.; 200 mg. methylthiouracil daily for 3 mo. 
myasthenie facies; bilateral external ophthalmo- with no change 
paresis; myasthenia elicited in arms and legs 

6 F During 2 yr. variable ptosis and diplopia; myas- Adequately controlled with 60 to 120 mg. neostigmine 
hanle facies; multiple extraocular muscle pareses daily for 3 yr. 

7 F During 3 diplopia and increasing ptosis; myas- Adequately controlled with 60 mg. neostigmine daily; 


yr. 
thenie multiple extraocular muscle pareses 


later increased to 120 mg. daily; observed over a 
period of 9 yr. 


the earlier and more accurate diagnosis of myasthenia 
-gravis.* Although this neuromuscular disorder must still 
‘be regarded as relatively uncommon, there has been in- 
creasing recognition of the disease and more widespread 
interest from a therapeutic standpoint. 

Many reports by various authors have clearly demon- 
strated the wisdom of maintaining neostigmine as the 
drug of choice in any consideration of the treatment of 
myasthenia gravis. A survey of the 65 cases in which 
the patients were personally observed during the past 10 


little or none of the unpleasant side reactions that may 
occur in the normal person. The dose of neostigmine 
must be individually determined and is given orally as 
neostigmine bromide. Ordinarily the effective single dose 
is 30 mg., and the doses must be spaced in such a way 
as to obtain the greatest beneficial effect when the need 


3. Walker, M. B.: Case Showing Effect of Prostigmine on Myasthenia 
Gravis, Proc. Roy. Soc. Med. 28: 759, 1935. 

4. Viets, H. R., and Schwab, R. S.: Prostigmin in the Diagnosis of 
Myasthenia Gravis, New England J. Med. 213: 1280, 1935. 
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is greatest, either in terms of physical exertion or nutri- 
tional requirements. In those patients in whom unpleas- 
ant side effects occur, such as nausea, abdominal pain, 
and diarrhea, the simultaneous administration of atropine 
will prevent these toxic symptoms without diminishing 
the therapeutic effectiveness of the neostigmine. When 
required, there must be no hesitation in administering 
frequent doses of neostigmine, either orally or parenter- 
ally, in order to maintain vital functions, such as respira- 
tion. Rarely a crisis may require the continuous intra- 
venous administration of neostigmine in a dose of 1.5 mg. 
per hour.® 

It has been stated that patients treated with neostig- 
mine are less apt to experience spontaneous remissions. 
My experience would not lead me to subscribe to that 
viewpoint. It is true that most patients who have been 
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showed that ephedrine enhanced the value of neostig- 
mine, although it was not nearly as dramatic in its bene- 
ficial effect. Therefore, combined ephedrine and neo- 
stigmine medication is recommended as the preferred 
way of treating the average patient with myasthenia 
gravis. Of course, in the presence of hypertensive cardio- 
vascular disease ephedrine should not be used. When 
it is used, I have found it advisable to administer it in 
a dosage of 25 mg. (8 mg. in children) two or three times 
daily. Phenylephrine (neo-synephrine*) hydrochloride 
and amphetamine (benzedrine®*) sulfate have failed to 
show any beneficial effect in myasthenia gravis. Ephed- 
rine in addition to neostigmine has been given in the 
cases outlined in Table 1, unless otherwise indicated. 
Potassium, undoubtedly, has a beneficial effect in 
myasthenia gravis,’ but the degree of improvement is 


TABLE 2.—Patients Whose Treatment Included Thymectomy 


Symptoms 


During 1 yr. generalized fatigue fol- 
lowed by neek pain, left ptosis, and 
dysarthria; myasthenie facies; left 
ptosis; myasthenia elicited in palate 
and extremities 

During 3 mo. neck pain and diplopia 
followed by ptosis and generalized 
weakness; myasthenic facies with left 
ptosis 


Preoperative Course 


Neostigmine for 15 mo. with partial remis- 
sion (1200 — 45 mg.); then exacerbation 
with dysarthria and dysphazia; rela- 
tively refractory to 255 mg. neostigmine 
daily 

Asymptomatic for 6 mo. with 120 mg. neo- 
stigmine daily; then relapse with dys- 
phagia, dysarthria, and generalized weak- 
ness; during next year partial remission 
and then severe relapse requiring 360 mg. 


Postoperative Course 


Thymoma weighing 24 gm. removed with 
death 3 days later due to pulmonary 
atelectasis 


Persistent thymus removed; neostigmine 
parenterally before and after operation 
required in dosage of 1 mg. per hr.; 
death 24 hr. after operation due to pul- 


monary atelectasis 


neostigmine daily 


31 F During 2 yr. dysarthria and dysphagia 
followed by weakness of arms: dys-’ 
phonia and dysphagia; myasthenia 
elicited in bulbar muscles and ex- 
tremities 


During 6 mo. diplopia and alternating 
ptosis; then progressive leg and arm 
weakness, dysphagia, dysphonia, and 
dyspnea; myasthenic facies; bilateral 
external ophthalmoparesis; jaw, pal- 


stand without support 
During 4 mo. left ptosis followed by 
right ptosis; myasthenie facies; bi- 
lateral external ophthalmoparesis after 18 
dyspnea, 


Partial relief with neostigmine for 1 
then exacerbation requiring neostigmine 
parenterally, 1 mg. every 2 hr. 


Initial improvement with 150 mg. neostig- 
3 wk. later neostiymine par- 
enterally Bb. meals: X-ray therapy to 
thymus (2,800 r); neostigmine increased 


mine daily; 


Partial benefit with 75 mg. neostigmine 
daily; x-ray therapy to. thymus (600 r); 
. meute exacerbation with 
dysphagia, and generalized 


Persistent thymus removed; neostigmine 
parenterally before and after operation 
required in dosage of 1 mg. per hr; sub- 
sequent gradual improvement with no 
medicament during past 2 yr. 

Persistent thymus removed; 1 me. neostig- 
mine parenterally per hr. during opera- 
tion; death 6 hr. later due to pulmonary 
atelectasis 


to 300 mg. daily plus 1 mg. parenterally 
@te, and tongue weakness; unable to before meals 


Persistent thymus removed; | 
Ss reduction of neostigmine 
g. daily; present status similar A, that 
initially 


weakness requiring neostigmine paren- 
terally and then 180 mg. daily orally 


During 5 yr. ptosis and diplopia fol- 
lowed by generalized weakness, dys- 
phagia, and dysarthria; myasthenic 
facies; palatal weakness; myasthenia after 3 yr 
elicited in arms and legs 

During 1 mo. right ptosis and slight 
generalized weakness; right ptosis; 
inyasthenia elicited in extremities 


Partial benefit with gradually increasing 
neostigmine dosage to level of 240 mg. 
daily; noeturnal dyspnea more marked 


Rapidly progressive muscle weakness gen- 
erally with dysphagia and dyspnea; neo- 
stigmine both orally and parenterally opera 


Persistent thymus removed: some increase 
in strength with gradual reduction of 
neostigmine to 150 mg. daily 


Exploratory revealed no 
ey thymus; death 10 hr. after 


gradually less effective, with 1 me. per hr. 
parenterally required within 4 mo. 


treated with neostigmine continue to require this medica- 
ment and with its use are in a position to maintain a 
more active way of life than would otherwise be pos- 
sible. However, partial remissions and considerable fluc- 
tuation in the quantitative requirements for neostigmine 
are observed in many cases. Several of my patients have 
experienced complete remissions (Table 1 and Fig. 1). 

Ephedrine, which was shown to be effective in myas- 
thenia gravis ° shortly before the discovery of neostig- 
mine, has remained a valuable drug. My previous study * 


5. Viets, H. R.: Myasthenia Gravis Treated with Large Doses of Neo- 
Stigmine Methylsulfate, Intramuscularly and Intravenousiy, and with 
Neostigmine Bromide Orally, Am. J. M. Sc. 208: 701, 1944 

6. Edgeworth, H.: A Report of Progress on the Use of Ephedrine in 
a Case of Myasthenia Gravis, J. A. M. A. 94: 1136 (April 12) 1930. 

7. Laurent, L. P. E., and Walther, W. W.: The Influence of Large 
Doses of Potassium Chloride on Myasthenia Gravis, Lancet 1: 1434, 1935, 

8. Grob, D., and Harvey, A. M.: Observations on the Effects of 
Tetraethy! Pyrophosphate (TEPP) in Man, and on Its Use in the Treat- 
ment of Myasthenia Gravis, Bull. Jobns Hopkins Hosp. 84: 532, 1949. 
DeJong, R. N.; Westerberg, M. R., and Lures, J. T.: The Clinical Use of 
Organic Phosphate Cholinesterase Inhibitors in the Treatment of Myas- 
thenia Gravis, Tr. Am. Neurol. A. 74: 126, 1949. 


always slight when compared with neostigmine. On the 
basis of my own personal experience, I do not believe 
that its routine use is justified because of the unpleasant 
aspects which accompany its use in the massive dosage 
required, namely, 30 to 40 gm. daily. 
Tetraethylpyrophosphate (TEPP) has been reported . 
as having a beneficial effect comparable in degree with 
that produced by neostigmine but considerably longer 
in duration. Since this drug is a powerful inhibitor of 
cholinesterase, its action is primarily beneficial through 
a prolongation of the action of acetylcholine. Tetraethyl- 
pyrophosphate is more toxic than neostigmine, and the 
dosage is difficult to adjust. Repeated doses of atropine 
are required to counteract the undesirable side effects. 
This drug may be used in combination with neostigmine. 
The range between optimum benefit and toxic effects 
is narrow, making therapeutic control difficult. I have 
had no personal experience with this drug, but I am not 
convinced that it is a significant advance in the treatment 
of myasthenia gravis. 


Age Sex 
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Guanidine hydrochloride has been reported ® to be 
successful in myasthenia gravis, but I have had no per- 
sonal experience with this drug. It is considerably less 
beneficial than neostigmine, and some unpleasant side 
effects, such as paresthesias, have been described with 
the use of therapeutic doses. The recommended dose is 
10 mg. per kilogram, with the optimum level determined 
by subsequent adjustment of the dose. 

Recently octamethyl pyrophosphoramide has been 
reported '° as having a beneficial effect on myasthenia 
gravis. This drug apparently does not surpass neostig- 
mine in the degree of improvement obtained but has a 
more prolonged effect. Since it is apparently not entirely 
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cases has been surveyed in recent years in which an 
incidence of thymic neoplasms in 10 to 15% was indi- 
cated.'* This still constitutes an abnormally high per- 
centage of thymic neoplasms in myasthenia gravis. Other 
reports have served to show the occasional concurrence 
of hyperthyroidism and myasthenia gravis.'* A demon- 
strable effect of pregnancy on myasthenia gravis, usually 
in the form of a remission, has been described in a 
number of articles.’®° These clinical data, combined with 
experimental evidence of interrelationship between the 
thymus, the thyroid, and the adrenal glands, have led to 
increasing interest in the endocrine factor in myasthenia 
gravis. 


TABLE 3.—Patients Treated for Hyperthyroidism and Myasthenia Gravis 


Age Sex 
29 M 


Symptoms 


During 2 mo. diplopia followed by 
ptosis; 10 yr. period of nervousness 
and 70 Ib. (81.8 kg.) weight loss; my- 
asthenie facies; multiple extraocular 
musele pareses; dysphonia 


Hyperthyroidism 20 yr. ago treated by 
thyroidectomy; then noted nocturnal 
periodie paralysis syndrome diminish- 
ing in frequeney for 12 yr.; ptosis and 
diplopia intermittent for 10 mo.; my- 
asthenic facies; multiple extraocular 
muscle pareses; fine tremors of tongue 
and fingers 


Course with Therapy 


Considerable benefit with 180 mg. neostigmine daily; methyl- 
thiouracil (400 — 50 mg.) daily during 1 yr. resulted in lowered 
B. M. R. (+ 62% — + 1%) with weight gain of 40 Ib. (18.1 kg.) 
and neostigmine reduced to 90 mg. daily; recurrence of hyper- 
thyroidism treated by radioactive iodine (1 131) in dose of 4.5 me. 
in December, 1949; rapid remission of hyperthyroidism coincident 
with complete remission of myasthenia gravis, which has per- 
sisted; relative intolerance for neostigmine supplanted previous 
tolerance 

Considerable benefit with 180 mg. neostigmine daily; methyl. 
thiouracil (300 — 50 mg.) during 1 yr. resulted in weight gain of 
11 Ib. (5.0 ke.) with reduction of neostigmine to 15 meg. daily; 
slight Telapse when methylthiouracil] was withdrawn; asymp- 
tomatie 2 yr. with maintenance dosage of 50 mg. methyl- 
thiouracil daily and no neostigmine for 1 yr.; B. M. R. —2 
when therapy started 


TaBLe 4.—Patients Who Received Corticotropin or Cortisone Therapy 


Age Sex Symptoms 


52 M During 10 yr. inereasing diplopia, 
ptosis, dysarthria, and dysphagia; 
myasthenic facies; bilateral external 
ophthalmoparesis; myasthenia elic- 
ited in palate and tongue 


During 4 mo. diplopia, right ptosis, 
dysphagia, and dysphonia; myas- 


jaws, left arm, and left le 


During 2 wk. rapidly progressive gen- 
‘eral weakness, diplopia, and ptosis 
developed 3 mo. postpartum; myas- 
thenie facies; bilateral external oph- 
thalmoplegia; myasthenia of arms 


48 M During 3 mo. diplopia and ptosis; my- 
asthenie facies; multiple extraocular 
muscle pareses 


Previous Therapy 


Partial relief with increasing dose of 
neostigmine (90 —+ 180 mg.) daily plus 
crutch glasses for 9 yr.; neostigmine 
parenterally at times for 6 mo, 


Partial relief with increasing dose of 

neostigmine (120 — 270 mg.) daily for 

thenie facies; myasthenia elicited in 9 yr.; then reactive agitated depres- 
ft leg sion for 6 mo. 


Considerable improvement with 120 mg. 
heostigmine daily fo 
acute exacerbation with marked dys- 
phagia and dysphonia; 240 mg. neo- 
Stigmine orally plus 15 mg. par- 
enterally before meals 

Moderate improvement with 135 meg. 
heostigmine daily for 3 wk. 


Hormone Therapy 


Course of 520 mg. corticotropin; inereased 
weakness during therapy; rapid improve- 
ment within 48 hr. afterward and no neo- 
stigmine atter 1 week; improvement has per- 
sisted for 6 mo. but ilyasthenie features 
still present 

Course of 400 mg. corticotropin; increased 
weakness during therapy: improvement within 
72 hr. afterward and neostigmine reduced to 
90 meg. daily; reactive depression treated by 
combined insulin and electrie shock therapy; 
severe exacerbation of myasthenia 3 mo. 
after corticotropin therapy requiring 300 mg. 
neostigmine daily; another course of cortico- 
tropin with similar benefit and neostigmine 
reduced to 180 mg. daily 

Course of 400 mg. corticotropin with increased 
weakness during therapy; distinet improve- 
ment within 72 hr. atterward; discharged 
with 18) mg. neostigmine daily but marked 
ophthalmoparesis still present 


r 2 wk.; then 


Course of 990 meg. cortisone with no change 
during therapy; 5 days later ptosis sub- 
sided; 90 mg. neostigmine resumed because 
of persistent extraocular muscle pareses 


safe to use in patients with severe forms of myasthenia 
gravis, I see no particular advantage in this drug and 
would caution against its use without further trial ob- 
servation. 

Carotid sinus denervation has been recommended,"' 
but the basis for such a therapeutic surgical procedure 
remains poorly defined. The results reported as well as 
“the hazard involved '* leave me skeptical regarding the 
advisability of such treatment. 

Over a period of quite a few years evidence has been 
gradually accumulating that points in the direction of 
endocrine dysfunction as a possible basic etiological 
factor in myasthenia gravis. At one time it was reported 
that 50% of the patients with myasthenia gravis showed 
thymic tumors at autopsy. Clinically this relatively large 
percentage has never been supported. A large series of 


Thymectomy was emphasized by Blalock ** as a surgi- 
cal therapeutic procedure in myasthenia gravis. Many 


9. Minot, A. S.; Dodd, K., and Riven, S. S.: The Use of Guanidine 
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10. Rider, J. A.; Schulman, S.; Richter, R. B.; Moeller, H. C., and 
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phosphoramide, J. A. M. A. 145: 967 (March 31) 1951. 

11. Thevenard, A., and Leger, L.: Myasthénie bulbospinale et énervation 
sinu-carotidienne bilatérale: Présentation d’une malade deux ans aprés 
Vopération, Rev. neurol. 78: 258, 1946; Un cas de myasthénie bulbo- 
spinale traité par l’énervation sinu-carotidienne bilatérale en deux temps, 
Presse méd. 55: 97, 1947. 

12. Weill, J.; Chigot, P.; Chopin, and Battesti: A propos d’un cas de 
myasthénie d’Erb-Goldfiam traité chirurgicalement, Bull. et mém. Soc. 
méd. hop. Paris 66; 783, 1950. 

13. Eaton, L. M.; Clagett, O. T.; Good, C. A., and McDonald, J. R.: 
Thymectomy in Treatment of Myasthenia Gravis: A Report Based on 32 
Cases, Arch. Neurol. & Psychiat. 61: 467 (May) 1949. 

14. McEachern, D., and Parnell, J. L.: The Relationship of Hyper- 
thyroidism to Myasthenia Gravis, J. Clin. Endocrinol. 8: 842, 1948. 
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reports in the literature '’ have varied somewhat in their 
conclusions as to the value of thymectomy. Undoubtedly 
some apparently good results have been obtained, but 
my own personal experience (Table 2) would lead me to 
agree with the conclusion recently reached by Eaton and 
Clagett '* that there is no statistical basis for enthusiasm 


Fig. 2 (Second patient in Table 4).—(A) Myasthenic facies including 
extraocular muscle pareses and weakness of muscles of mastication; (B) 
patient’s appearance one month following termination of corticotropin 
therapy. 


with regard to thymectomy. In the light of our present 
knowledge, it would appear reasonable to have patients 
with clinically demonstrable thymic tumors operated 
on, and to this group I would add a few patients whose 
condition appears to be inadequately controlled by neo- 
stigmine after a sufficiently long period of observation 
and who are not benefited by corticotropin (ACTH) 


therapy. The remissions that have been reported after — 


thymectomy must always be questioned, especially when 
the operation is performed early in the course of the 
disease, since spontaneous remissions are a well-known 
feature in myasthenia gravis. It is possible that the stress 
of a major operative procedure may be an indirect factor 
in the production of a partial or a complete remission 
through its endocrine effect. My personal experience 
would show that it is unwise to subject myasthenic pa- 
tients who are desperately ill to the major operative pro- 
cedure of thymectomy. One of the patients in the group 
herein described (who had a rapidly progressive course, 


15. Viets, H. R.; Schwab, R. S., and Brazier, M. A. B.: Effect of 
Pregnancy on the Course of Myasthenia Gravis, J. A. M. A. 119: 236 
(May 16) 1942. Goni, A. R.: Myasthenia Gravis, Baltimore, Williams & 
Wilkins Company, 1946, p. 19. 

16. Blalock, A.; Harvey, A. M.; Ford, F. R., and Lilienthal, J. L.: 
The Treatment of Myasthenia Gravis by Removal of the Thymus Gland, 
J. A. M. A. 117: 1529, 1941. 

17. Harvey, A. M.: Some Preliminary Observations on Clinical Course 
of Myasthenia Gravis Before and After Thymectomy, Bull. New York 
Acad. Med. 24: 505, 1948. Keynes, G.: The Results of Thymectomy in 
Myasthenia Gravis, Brit. M. J. 2: 611, 1949. Viets, H. R.: Thymectomy 
in Myasthenia Gravis, ibid. 1: 139, 1950. 

18. Eaton, L. M., and Clagett, O.: Thymectomy in the Treatment of 
Myasthenia Gravis: Results in 72 Cases Compared with 142 Control Cases, 
J. A. M. A. 142: 963 (April 1) 1950. 

19. Thorn, G. W., and Eder, H. A.: Studies on Chronic Thyrotoxic 
Myopathy, Am. J. Med. 1: 583, 1946. Mazovec, M.: Myasthenia in the 
Course of Thyrotoxicosis, Arch. Serves Méd. 47: 943, 1949. Decourt, J.; 
Guillemin, J., and Dubois, M.: Myasthénie du type Erb-Goldflam avec 
hyperthyroidie: Action des antithyroidiens de synthése, Mort part troubles 
respiratoires aprés la thyroidectomie, Rev. Neurol. 81: 961, 1949. 

20. Guinet, P.; Girard, P. F., and Bonnet, J. L.: Les relations entre la 
maladie de Basedow et les états myasthéniques, Semaine hOp. Paris 25: 
2880, 1949. McEachern and Parneli.™ 

21. Torda, C., and Wolff, H. G.: Effects of Adrenocorticotrophic Hor- 
mone on Neuro-Muscular Function in Patients with Myasthenia Gravis, 
Proc. Soc. Exper. Biol. & Med. 71: 432, 1949; also J. Clin. Invest. 28: 
1228, 1949. 
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and in that respect belonged to a small group which I 
refer to as “the clinically malignant type”) was found 
to have no demonstrable thymic tissue at operation or 
on necropsy. Obviously such a patient clearly indicates 
that the thymus gland is not in itself the sole basis for 
myasthenia gravis. In this connection it should also be 
mentioned that two other patients operated on who 
survived (Table 2) showed some improvement, in that 
they required less neostigmine but continued to show 
rather marked myasthenic manifestations. 

Two patients are included in this series who appar- 
ently had both myasthenia gravis and hyperthyroidism 
(Table 3). In both these instances a complete remission, 
insofar as myasthenia gravis was concerned, developed 
coincident with the elimination of hyperthyroidism by 
means of use of methylthiouracil in one instance and 
radioactive iodine in the other. These results serve to 
emphasize the importance of recognizing the coexistence 
of hyperthyroidism when it is present in patients who 
have myasthenia gravis. In view of our experience, surgi- 
cal treatment in such cases should be avoided if possible, — 
and the hyperthyroidism should be the major problem 
in therapy rather than the myasthenia gravis, which is 
capable of being adequately controlled by means of 
neostigmine as long as necessary. The majority of re- 
ports in the literature are consistent with this viewpoint,'® 
but it is noteworthy that some cases have been reported *° 
in which the myasthenia gravis was improved during the 
hyperthyroid phase and aggravated when the hyper- 
thyroidism was eliminated. These apparently contradic- 
tory observations serve to emphasize again our lack of 
complete understanding of the etiology and pathogenesis 
of myasthenia gravis. It may also be mentioned here that 
the majority of patients with myasthenia gravis do not 
have evidence of hyperthyroidism and are not bene- 
fited by therapy designed to produce hypothyroidism. 


om 


Fig. 3.—Same patient as in Figure 2. (A) Appearance three months later 
during relapse; (B) appearance one week following termination of repeat 
course of corticotropin therapy. 


Most recently the question of corticotropin and corti- 
sone therapy for myasthenia gravis has arisen. A survey 
of the literature in this regard indicates that such treat- 
ment uniformly results in an aggravation of myasthenic 
manifestations during the course of treatment. Torda and 
Wolff *! have reported that subsequent to the termina- 
tion of treatment quite marked improvement following 
corticotropin therapy has occurred, which started at the 
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end of 48 hours and continued for a variable period of 
time. Millikan and Eaton,** using larger doses than the 


previous authors, obtained somewhat similar results in_ 


two cases but reported no definite improvement in three 
other cases. As shown in Table 4, my personal experience 
has been limited to four patients, one of whom received 
cortisone and showed no evidence of improvement, with 
possibly some aggravation of his ophthalmoplegic mani- 


festations. 


The three patients who received corticotropin therapy 
showed symptomatic relapse during the course of treat- 
ment, with decided improvement starting rather abruptly 
about 72 hours following the termination of treatment 
(Fig. 2 and 3). This improvement was characterized by 
a considerable reduction in the neostigmine requirement 
and a return of strength sufficient to enable two of these 
patients to leave the hospital and return to ordinary 
activity. However, in no instance was there a complete 
remission, and the myasthenic manifestations remained 
quite evident. One of these three patients suffered a 
severe relapse, which developed rapidly after an interval 
of three months. Another course of corticotropin therapy 
duplicated the initial result, except that the degree of 
improvement was not as pronounced. Multiple remis- 
sions after repeated courses of corticotropin therapy have 
been reported by Torda and Wolff.** 


SUMMARY AND CONCLUSIONS 

Combined neostigmine and ephedrine medication 
remains the treatment of choice for most patients with 
myasthenia gravis. Potassium and guanidine show a rela- 
tively slight beneficial effect in comparison with neostig- 
mine, and undesirable side effects limit their usefulness. 
Tetraethylpyrophosphate and octamethyl pyrophosphor- 
amide show a maximum therapeutic effect approximating 
that of neostigmine but of longer duration, however, 
toxic reactions and difficulty in adjustment of optimum 
dose make their routine use impractical. Concurrence of 
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hyperthyroidism and myasthenia gravis should be treated 
medically, primarily by elimination of hyperthyroidism 
through use of methylthiouracil or radioactive iodine, 
which appear to favorably influence myasthenia gravis. 
Thymectomy should be reserved for patients with demon- 
strable thymomas and a few selected patients who appear 
to be inadequately controlled with neostigmine and are 
not benefited by corticotropin (ACTH) therapy. Cor- 
ticotropin therapy results in relapse during the course of 
therapy with noteworthy partial remission within 72 
hours following termination of therapy, but subsequent 
relapse may occur, and ultimate therapeutic benefit re- 


mains undetermined. 
ADDENDUM 


Since submission of this article for publication, seven 
additional cases of myasthenia gravis have been treated 
with corticotropin. All these patients have shown a 
favorable response according to the characteristic “re- 
bound” pattern, but five in the entire group have shown 
evidence of relapse subsequently. The degree of improve- 
ment following repetition of corticotropin therapy in 
most instances did not equal the initial improvement. The 
second patient in Table 4 received a total of four courses 
of corticotropin therapy and died suddenly during an 
acute exacerbation of myasthenia gravis on Jan. 1, 1952. 
This patient’s illness was complicated by a refractory 
depressive psychosis, and he represents the only fatality 
in the series of patients treated with corticotropin. It 
would appear advisable to refrain from the use of cor- 
ticotropin in those patients with myasthenia gravis who 
show a tendency to relapse repeatedly after a relatively 
short interval of improvement. 
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IMPORTANCE OF LIFE 


STRESS IN COURSE AND MANAGEMENT OF 


DIABETES MELLITUS 


Lawrence E. Hihkle Jr., M.D. 


Stewart Wolf, M.D., New York 


Vagaries in the behavior of patients have long been 
recognized as important limiting factors in the satisfac- 
tory control of diabetes mellitus. Physicians are familiar 
with the fact that many adolescents omit use of their in- 
sulin, fail to sterilize their equipment, and “raid the ice- 
box”—especially after conflicts with their parents. It is 
equally well known that many of the more obese patients 
of all ages are unable to curb their appetites and that 
this constitutes a major obstacle to the dietary control of 
a large part of the diabetic population. In addition, it has 
been often suspected, but not adequately demonstrated, 
that changes in the course of diabetes may result not only 
from the failure of the patient to follow the treatment 


_ regimen, but also from the direct metabolic effect of life 


stress. An increasing body of evidence now indicates that 
even when diabetic persons adhere strictly to their pre- 
scribed regimen, significant alterations in their metab- 
olism do occur as part of their adaptation to people and 
events in their environment. Because of this the physi- 
cian has found it necessary to concern himself more than 
ever with the personality of his patients and the events 
and situations in their lives. 


From the Department of Medicine, New York Hospital-Cornell Medi- 
cal Center. 

Read before the Section on Internal Medicine at the One-Hundredth 
Annual Session of the American Medical Association, Atlantic City, June 
14, 1951. 

Dr. Edward Tolstoi made available the facilities of the Diabetic Clinic 
of the New York Hospital for this study and criticized and encouraged 
this work. 
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THEORETICAL CONSIDERATIONS 

Energy requirements in man are ordinarily fulfilled 
by the combustion of fat, carbohydrate, and protein in a 
proportion which varies according to the type and 
amount of food ingested and the amount of work being 
done. For example, during starvation a much larger pro- 
portion of fat is consumed than during periods when car- 
bohydrate is being eaten regularly. The ability to utilize 
glucose is temporarily impaired; the glucose tolerance 
curve becomes elevated and prolonged and assumes the 
characteristics of a “diabetic” curve. Increasing amounts 
of beta-hydroxybutyric acid and aceto-acetic acid appear 
in the blood and urine. These “ketone bodies,” once 
thought to be poisonous waste products of impaired fat 
combustion, now are recognized as valuable metabolites, 
readily utilized by all tissues except the central nervous 
system. They are normally present in human blood, but 
in much smaller concentration than glucose (approxi- 
mately 0.2 to 2.0 mg. per 100 cc., expressed as acetone 
recovered), and enter readily into the Krebs cycle, the 
“final common path” of energy production in muscle. 
Accompanying these metabolic changes during early 
starvation there occurs a transient diuresis which is as yet 
unexplained. 

Such changes are not confined to starvation alone. 
Many and varied physical stresses, such as exhausting 
exercise, exposure to X-rays, surgical operations, frac- 
tures of large bones, repeated vomiting, and major in- 
fections, are all known to cause ketonemia, ketonuria, 
and impairment of glucose tolerance in nondiabetic per- 
sons. In broad terms it may be said that any stress which 
leads to a diminution in the amount of carbohydrate and 
protein food available, or to a relatively great increase in 
the demands for energy, will lead to an increase in the 
proportion of fat burned relative to carbohydrate. The 
preferential utilization of fat under such circumstances 
appears to serve a valuable purpose. Body stores of fat 
are present in relatively large amount. Carbohydrate 
stores, on the other hand, are limited to the amount of 
glycogen present in the liver. When exhausted they must 
be replenished largely at the expense of body protein. 
Since a continued supply of carbohydrate is necessary for 
the function of the central nervous system and since the 
maintenance of body structure is ieopardized by the 
utilization of body protein, the conservation of carbo- 
hydrate and the increased utilization of fat during stress 
seems to be an appropriate mode of adaptation. 
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It is well known that physical stresses increase the in- 
sulin requirements of persons with diabetes mellitus. 
There has long been an impression that life situations 
which are stressful to the person because of their signif- 
icance to him might also produce such metabolic dis- 
turbances. Cannon observed glycosuria in laboratory ani- 
mals in association with fear or rage. More recently 
Mirsky * has shown that situations arousing anxiety may 
cause a rise in blood glucose of the diabetic, and Meyer, 
Bollmeier, and Alexander * have observed that diabetics 
in conflict situations may excrete an increased amount 
of glucose. Except for these observations, however, ex- 
perimental evidence on this point has been meager. 


EXPERIMENTAL STUDIES 
Observations were made on a group of 64 diabetic” 
subjects encountered in the course of routine attendance 
at.a diabetic clinic. Ages ranged from 12 to 81, and all 
grades of severity of diabetes were included. With 
each one, by giving careful attention to his life history 
and personality structure, using direct and indirect meth- 
ods described in detail elsewhere,’ we made an attempt 
to discover his prevailing attitudes (both conscious and 
unconscious) and the persons and relationships impor- 
tant to his emotional security. Special attention was di- 
rected toward the setting in which the first symptoms of 
diabetes occurred, and the circumstances surrounding 
exacerbations and remissions. The reactions of a group 
of healthy nondiabetic persons to life stress were studied 
simultaneously in a similar fashion.* 

In long-term studies extending over three years, pe- 
riods of exacerbation and remission were correlated with 
events and attitudes in the life situation. Interviews with 
the physician were usually of an hour’s duration and took 
place at intervals of one to three weeks. Ultimately, the 
patients discussed freely all aspects of their personal lives 
and brought to the physician their husbands, parents, and 
children for interviews. In essence, the physician became 
a family confidant, but maintained his primary affiliation 
with the patient. Using the technics of modern investiga- 
tive psychiatry, he was able to elicit much information 
not usually uncovered by a brief medical history. When 
it appeared that a certain personal conflict was connected 
with the variations in the diabetic state, the pertinence of 
this conflict was tested in a short-term experimental set- 
ting. On the morning after an overnight fast, under care- 
fully controlled conditions of activity, posture, and fluid 
intake, serial determinations of the subject’s blood glu- 
cose, ketones, eosinophils, and serum inorganic phos- 
phate and of his urinary excretion of water, chlorides, 
glucose, and ketones were made. Diabetic subjects were 
given no insulin for 24 hours before the experiments. 
After suitable base line observations had been made, the 
suspected topic of conflict was abruptly and vigorously 
introduced into the discussion. The interview often 
aroused in the diabetic patient feelings toward the inter- 
viewer similar to those he felt toward the parent, spouse, 
or sibling around whom the conflict centered. After an 
hour or more of such discussion, the interview was ter- 
minated on a reassuring and supporting note, and an ef- 
fort was made to restore the original relation between the 
patient and the physician. However, the interview hour 
was not necessarily the only hour in which the subjects 
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were under stress. Because laboratory procedures such 
as these may in themselves have threatening implications 
for some people, because subjects may themselves intro- 
duce a stressful stimulus into an intended control pro- 
cedure through their own ruminations, and because 
attitudes and feelings once aroused cannot always be 
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Fig. 1—Rise in blood ketone concentration and diuresis occurring in 
a nondiabetic woman, 25, after 16 hours of fasting. 


completely allayed in a brief period, some subjects were 
under stress during one or both of the hours other than 
the interview hours, as will be noted. The reactions of 
the subject to this procedure were evaluated not only 
by observing him carefully at the time, but also by a 
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Fig. 2.—Fali in blood glucose, rise in blood ketones, and diuresis occur- 
ring in a nondiabetic woman, 42, during a stressful situation which aroused 
apprehension and anger. 


review of his recollections and associations about the 
whole procedure.’ At a later date a similar study was 
carried out, with the interview centering around topics 
known to be more neutral or reassuring to the subject. 
In this manner more than 200 studies have been made 
on over 80 persons during a three-year period. 
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During quiet resting the blood ketone and glucose 
concentrations and the rate of output of urine of nondia- 
betic subjects changed very little during a morning in 
which no food was eaten. However, with continued 
fasting, the glucose concentration slowly fell toward a 
level of about 40 to 50 mg. per 100 cc.,° and the blood 
ketone concentration rose. At about the same time there 
often occurred a moderate diuresis as a part of the adap- 
tive process. This reaction observed in the fasting non- 
diabetic human being is shown graphically in Figure 1. 

A similar phenomenon produced by a stressful situ- 
ation without starvation is shown in Figure 2. A non- 
diabetic woman, 42, became apprehensive during the, 
first hour while she was “waiting quietly” for what to 
her was an unfamiliar and threatening laboratory pro- 
cedure. During the hour of interview she remained 
apprehensive, and, in addition, she was made angry and 
sad by the manner in which the interviewer discussed 
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Fig. 3.—Rise in blood ketone concentration occurring in a diabetic 
woman, 55, taking 15 units of insulin daiiy, during a period of stress. This 
change was accompanied by a fall in blood glucose concentration without 
diuresis. 
her conflict with her brother. During the third hour she 
regained her calm and good spirits when the physician 
changed his manner and guided the discussion to re- 
assuring and diverting topics. It may be observed that 
a diuresis developed during the initial period of anxiety 
and that during the interview period, when the patient 
also began to feel angry and deprived, her blood ketone 
concentration rose steeply. Both the diuresis and the 
ketonemia subsided when the interview turned to more 
pleasant topics and the patient no longer felt threatened. 
It should not be inferred from this that the “emotions” 
were the cause of the metabolic changes but merely that 
the two types of change—“emotional” and “metabolic” 
—occurred at the same time as a part of the reaction of 
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6. Methods of blood glucose determination used in these studies 
largely exclude reducing substances other than glucose, and yield “normal” 
values of 50 to 80 mg. per 100 cc. 
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the subject to the stressful situation.’ It appears that cer- 
tain types of emotional reactions often occur at the same 
time as certain physiological changes—for example, 
diuresis usually occurred in a setting of anxiety, and an 
increase in ketonemia usually occurred along with feel- 
ings of anger, dejection, and loneliness. Apparently an 


emotion and a bodily change may accompany each other 


regularly when both are what might be called “appro- 
priate reactions” to the same stimulus—in this case the 
stimulus being that aspect of the situation which was 
interpreted by the subject as threatening. 

Diabetic persons show a similar metabolic response 
to significant psychological stresses, but often it is much 
greater in magnitude. Figure 3 shows the steady rise in 
the blood ketones of an unemployed middle-aged seam- 
stress, which occurred when the physician made her 
angry and dejected by detaining her in the laboratory 
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Fig. 4.—Diuresis occurring in a diabetic boy, 15, taking 50 units of 
insulin daily, who became anxious during a discussion of his conflict with 
his father. An increase in glucose excretion occurred despite the fall in 
blood glucose concentration. 


at a time when she was expected to report for the first 
job she had been able to find for several months. The 
fluctuations of her fasting blood sugar are typical of 
diabetic persons under stress. 

The patient in this study was not anxious, and no 
diuresis developed, despite the rise in her blood ketones. 
However, a “stress diuresis” associated with anxiety may 
be induced in diabetic persons regardless of whether or 
not they have glycosuria.’ Figure 4 shows the diuresis 
which occurred in a boy, 15, during a discussion of his 
conflict with his father. It may be observed that the rate 
at which he excreted sugar rose in parallel with the rate 
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at which he excreted water, despite the fact that his blood 
glucose concentration was falling throughout the entire 
period. On the other hand, during periods of relative 
relaxation and security diabetic persons sometimes have 
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Fig. 5.—Diabetic boy described in Figure 4 exhibiting no polyuria and 
no symptoms of diabetes during a morning in which he felt relatively 
secure, relaxed, and diverted, despite the fact that his blood glucose con- 
centration was 286 mg. per 100 cc., and his urine glucose concentration 
7%. Blood glucose and ketone concentrations were relatively stable. 


a relatively high blood sugar level, and a high concen- 
tration of glucose in their urine, without polyuria, thirst, 
or other symptoms. Figure 5 shows a control study on 
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Fig. 6.—Glycosuria and rapid rise in blood glucose concentration in a. 
diabetic man, 30, taking 30 units of insulin daily, He had just learned / 
of his impending blindness. } 


the same boy, during a morning in which he felt rela- 
tively secure, relaxed, and diverted. Despite a blood 


glucose of 286 mg. per 100 cc. and a 7% glycosuria, 
he had no polyuria. 
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During the experiments illustrated in Figures 3 and 4 
the fasting blood sugar level fell, but a rise in fasting 
blood sugar was observed under certain circumstances 
of stress. Figure 6 shows the rise in the blood sugar of 
a man, 30, with retinitis proliferans, which occurred after 
he learned that nothing could be done to prevent him 
from losing his vision. It may be observed that glycosuria 
developed also and that his rate of urine output rose 
from 0.7 to 1.5 cc. per minute. 

The usual initial reaction of a fasting diabetic subject 
to a conflict situation of importance to him was a tran- 
sient fall in his blood glucose level accompanied by a 
rise in ketonemia. If the stress was continued, the blood 
glucose ceased to fall, and might rise. In labile diabetics 
in the fasting state, the initial fall in blood sugar during 
periods of stress was sometimes large enough to precipi- 
tate hypoglycemic symptoms. On the other hand, in fast- 
ing persons suddenly made very fearful or angry, like 
the subject of Figure 6, a rapid rise in blood sugar, ap- 
parently as a result of epinephrine secretion, often 
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Fig. 7.—Changes in the shape of the oral glucose tolerance curve of a 
diabetic man, 47, occurring in association with changes in his mood and 
in his life situation. His diabetes was controlled by diet; he took no insulin. 


developed. In addition to these effects on the fasting 
blood sugar, stress situations also affected the response 
of the patient to the ingestion of carbohydrate food. Sit- 
uations associated with loneliness, sadness, and resent- 
ment were sometimes associated with a longer and 
higher (“more diabetic”) glucose tolerance curve (Fig. 
7); whereas, situations associated with less stress or with 
anxiety were associated with a flatter and less elevated 
curve. 

When a diabetic person with a relatively high blood 
glucose level and an established glycosuria is placed in a 
conflict situation, his reaction to it may include a rapid 
rise in blood ketones and a greatly increased excretion 
of water, glucose, ketones, and chlorides (Fig. 8). In 
short-term experiments such as this we have observed 
a rise in blood ketones of 19 mg. per 100 cc. in 1% 
hours and the excretion of as much as 4.7 cc. of water 
per minute (282 cc. per hour), 490 mg. of glucose per 
minute (29.4 gm. per hour), and 25.2 mg. of chloride 
per minute (1.5 gm. per hour). In a setting of stress a 
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diabetic may excrete enough glucose to deplete his gly- 
cogen stores very rapidly (Fig. 9), and at the same time 
may lose large amounts of chloride and fixed base. 
Metabolic changes in diabetics in response to stressful 
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Fig. 8.—Effect of a stress situation on a diabetic subject (taking 90 
units of insulin daily) in a borderline state of compensation showing rapid 
rise in blood ketones, associated with increased excretion of water, glucose, 
chlorides, and ketones. 


life experiences may sometimes be of great magnitude, 
and they may have serious consequences if not promptly 
counteracted. 
CLINICAL STUDIES 

In the group of diabetic persons who were observed 
at intervals of one or two weeks for three years, it was 
found that major fluctuations in their symptoms and 
insulin requirements frequently coincided with import- 
ant episodes in their lives. Figures 10 and 11 illustrate 
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Fig. 9.—Magnitude of glucose and water loss during two comparable 
four-hour periods in a diabetic girl. Normally available stores of glycogen 
charted for comparison. 
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these findings in a girl, 15, who was followed by daily 
observations on her urine glucose and ketones, and of 
the events in her personal life.* Although she had a con- 
stant glycosuria throughout the observation period, 
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ketonuria, thirst, and polyuria appeared only at times 
of acute conflicts with her mother. To make certain that 
these changes were not the result of her willful manipu- 
lation of her insulin intake, she was admitted to the hos- 
pital for further study. There, under carefully controlled 
conditions, she was again exposed to a conflict with her 
mother (Fig. 11). Thirst, polyuria, ketonuria, and 
dehydration promptly developed and continued for 48 
hours. When the differences between the patient and her 
mother were reconciled, all the manifestations of ketosis 
disappeared, and the patient was restored to her former 
state of equilibrium, without use of additional insulin 
and without changes in fluid intake or diet. 

Another patient, a girl, 14, on the hospital ward, was 
told that on the next morning she would have an opera- 
tion which she thought was both dangerous and unneces- 
sary. She became extremely anxious and resentful, and 
during the next 12 hours a ketonemia of 39.8 mg. per 
100 cc. developed. Many instances of coma in associa- 
tion with life stress have been observed in persons out- 
side the hospital.* 

It was found that episodes of ketosis and coma very 
frequently occurred in a setting of interpersonal stress, 
although patients often concealed this fact from their 
physicians. The patients had responded to these conflict 
situations not only with direct physiological adaptations, 
but also with changes in their overt behavior which had 
repercussions on their metabolism. During periods of 
resentment, rebellion, and hopelessness, they might stop 
taking their insulin, eat a great deal of food (or stop 
eating entirely), or expose themselves to illness by such 
maneuvers as neglecting to sterilize their syringes. Life 
stress therefore led to ketosis by a variety of mechanisms, 
although it appeared that the direct metabolic response 
was the most important of these. 
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Fig. 10.—Observations on a diabetic girl, 15, showing temporal correla- 
tion between episodes of ketonuria and conflicts with her mother. These 
conflicts appeared to be a more potent cause of ketonuria than the 
episode of gastroenteritis which occurred on the 55th day. 


Similar behavior patterns were observed so frequently 
in persons with diabetes that it seems unlikely that they 
could be explained on the basis of chance. For example, 
a very large percentage of the group had an extraordi- 
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nary appetite for food years before they had any clinical 
evidence of diabetes. They were persons who ate more 
when they felt tense, sad, lonely, or bored, because it 
made them feel calmer and more contented to do so. 
Sometimes they found this urge to eat almost uncon- 
trollable. Because of it they had become fat. Because 
of it they found diabetic diets virtually intolerable. Be- 
cause of it they “cheated,” concealed their eating even 
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Fig. il.—Further observations on subject of Figure 10 showing the 
episode of ketosis which occurred while she was in the hospital and which 
followed a conflict with her mother (74th day). 


from themselves, felt ashamed, and tried fo deceive their 
physician. Because of it adolescent diabetics found solace 
in the refrigerator or the candy store after an argument 
with their parents. Such behavior appeared to be almost 
as characteristic a symptom of diabetes as polyuria. It 
probably provides an explanation for the apparent para- 
dox of the person who “eats himself into coma.” For 
years physicians have observed that coma develops in 
patients “after an eating spree.” This is such a common 
clinical phenomenon that the belief that overeating may 
cause ketosis has remained widespread long after the 
conclusive demonstration that carbohydrate food always 
has an antiketogenic effect.” Apparently the diabetic 
person responds to stress with metabolic changes which 
lead to ketosis, and with an increased intake of food; 
the coincidence of these two responses has made it 
appear that the food intake is the cause of the metabolic 
change. 

Other features of these diabetics’ behavior and their 
life experiences which were seen with great regularity 
may be mentioned briefly. Even adults who had taken 
insulin for years admitted in confidence their intense 
dislike for insulin injections. Children and adolescents 
often detested them, and made the daily injection a pain- 
ful ordeal for themselves and their parents. A large 
proportion of the patients had one parent (usually the 
parent of the same sex) whom they felt to be dominating 
and restrictive. Toward this parent they exhibited an 
unusual degree of both dependence and resentment. Peri- 
odic outbursts of anger and rebellion directed at this 
parent had been a feature of their behavior long before 
their. diabetes developed. After the disease began these 
acute conflicts were accentuated, and were usually ac- 
companied by exacerbations of the illness, including 
ketosis and coma. This was especially true in the adoles- 
cent group. The behavior of a large number of the 
adolescents was characterized by unreliability, unpre- 
dictability, and inability to learn by experience—features 
typically seen in persons with psychopathic personalities. 
In diabetics of all ages the onset of the symptoms of the 
disease usually took place in a setting of stress. Some-. 
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times this stress was a disease or injury, but more often 
it was related to the death of a parent, the loss of a hus- 
band, or a business reverse, and it was accompanied by 
feelings of anxiety, dejection, and deprivation. Such feel- 
ings often became chronic, and were associated with a 
feeling of inability to cope with the problems of life. 
Whether these psychological manifestations must be 
considered as an integral part of the total disease process 
which we call “diabetes mellitus” remains to be evalu- 
ated, but that they may have a most important effect on 
our efforts to manage the illness is clear from the avail- 
able evidence. 
COMMENT 

Since the fasting blood sugar of labile diabetics may 
fluctuate rapidly and widely in response to the unpre- 
dictable experiences of their daily lives and since the 
blood sugar level of all diabetics seems to correlate only 
in the grossest manner with the presence or absence of 
thirst, polyuria, and ketonuria, it seems evident that ran- 
dom samples of fasting blood sugar provide a less reliable 
indication of the clinical state of the patient and (except 
in the detection of insulin reactions) are of less value 
as a guide to therapy than has been generally thought. 
For much the same reasons, the presence or absence of 
glucose in random samples of urine may not give a 
reliable indication of the clinical state of the patient. On 
the other hand, since thirst, polyuria, weight loss, and 
dehydration are direct functions of the volume of urine 
excreted, the 24-hour urine volume appears to be a rela- 
tively reliable indicator of the state of control of the 
disease. Diabetic persons without impaired kidney func- 
tion whose urine volume lies between 1 and 2 liters a 
day maintain their weight and have no symptoms of 
diabetes. They may or may not have glucose in their 
urine, depending on the fluctuations in their food intake 
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Fig. 12.—Observations on a girl, 15, showing temporal correlation 
between scholastic examinations (indicated by arrows) and the appearance 
of ketonuria. Daily dose of insulin was 70 units except when otherwise 
noted. U.R.I. = upper respiratory tract infection. 


and blood sugar level during the day, but usually the 
number of grams of glucose which they excrete is small. 
Since ketonemia of moderate degree may occur in the 
absence of polyuria (Fig. 3) and since the qualitative 
tests for ketonuria respond to the concentration of ketone 
bodies in the urine rather than the total amount present, 
one occasionally sees nondiabetic as well as diabetic 
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persons with a normal urine volume and a positive nitro- 
prusside test. Under these circumstances a “trace of 
acetone in the urine” does not have the significance which 
it has when it occurs in association with polyuria. 

In similar manner, our therapeutic goals may have to 
be modified somewhat in the light of added knowledge. 
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Fig. 13. Further observations on subject of Figure 12 showing the 
gradual disappearance of episodes of ketonuria when scholastic examina- 
tions became less stressful to her. 


Ideally, one tries to maintain both the metabolism and 
behavior of the diabetic person as close to that of the 
healthy person as possible. It is obvious that treatment 
limited to the manipulation of diet and insulin cannot 
attain this goal in many patients, because of their rapidly 
changing metabolic responses to the events in their daily 
lives. Furthermore, the craving of many of these per- 
sons for food creates an obstacle to precise regulation 
of their diets. Very few of the persons whom we investi- 
gated had even attempted to follow a diet for more than 
two years, and some of those who tried and thought they 
were succeeding were found to be making many errors 
when their daily food intakes were calculated.*” 
Knowledge that various forms of life stress may have 
an important effect on the course of diabetes does not 
necessarily simplify the treatment of the disease, but iia 
some cases it provides one with another tool for dealing 
with recurrent episodes of ketosis or hypoglycemia. By 
studying the patient as a person and obtaining a reason- 
able understanding of his life history and present life 
situation, the physician can discover without great diffi- 
culty those aspects of his private life which are stressful 
to him. Sometimes, by discussion with the patient, he 
can so change his attitude toward persons or situations 
that events which formerly seemed threatening to him 
cease to seem so. Sometimes the physician can help the 
patient to modify his life situation by his own actions 
or by changes in his behavior. Sometimes he can per- 


_suade other persons in the patient’s environment to alter 


their attitudes and behavior for the patient’s benefit. 
An example of the use of this type of therapy is shown 
in Figures 12 and 13. The patient, a schoolgirl, 15, was 
referred to the diabetic clinic because of recurrent epi- 
sodes of ketonuria, which had continued despite all 
efforts to abolish them by changes in diet or insulin 
intake. She was the youngest child of an able family, 
proud of its intellectual attainments. Her father and 
brother were physicians; her mother was a clubwoman 
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and civic leader. All three of them expected her to excel | 


in her studies and be a leader in school. They were not 
sympathetic to adolescent frivolities. The girl, on the 
other hand, had a mediocre intellect, and longed to take 
part in the social activities of her friends and school- 
mates. In order to meet the demands of her family, she 
studied for hours each night. She faced the routine daily 
quizzes of her teachers with great anxiety, mingled with 
intense resentment because of the burden they placed 
on her. 

The girl had for some time been on a diet carefully 
prepared by her mother, and each morning 70 units 
of insulin (25 units of protamine insulin mixed with 45 
units of regular insulin) was administered to her by her 
father. When she was observed carefully, it was found 
that ketonuria, sometimes associated with thirst and 
polyuria, occurred whenever she had to face a quiz in 


Effect of Changing Attitudes, Behavior, and Life Situations 
of Six Representative Labile Diabetics 


Patient 
Typist, 19, female.... 


Under Treatment 
No admissions in keto 
sis in 4 yr. 


Before Treatment 


12 admissions in coma 
r severe ketosis in 
4 yr. 

2 admissions in coma, 
recurrent ketosis and 
polyuria, insulin re- 
quirement 90 to 
units daily for 10 yr. 

15 admissions in coma Two 24-hr. admissions 

r severe ketosis in in mild ketosis in 
6 yr. 2% yr 


File clerk, 21, female. Asymptomatic, largely 
aglyeosuric, 60 uni 


i 
insulin daily for 2% 
yr. 


Student, 21, male.... 


Salesman, 29......... Daily insulin reactions No insulin reactions, no 
alternating with ke- ketonuria; tuPerculo- 
tonuria; recently ac- sis arrested; steadily 
tive tuberculosis; un- employed, mood much 
employed, depressed, improved for 2 yr.; 
anxious; insulin re- insulin requirement 
quirement 180 units 160 units daily 
daily 

Schoolgirl, 15......+. Recurrent ketonuria de- Ketonuria largely abol- 
spite careful control ished without change 
oft diet and insulin in diet or insulin in- 

take 

Spinster, 59......s06- Frequent, severe insu- Rare, mild insulin re- 
lin reactions alter- actions, occasional 


slight polyuria for 
2 yr.; insulin intake 
unchang 


nating with polyuria 
and ketonuria; insu- 
lin requirement 50 
units daily for 10 yr. 


school. The physician did not change her insulin intake 
or diet. During discussions with her parents he pointed 
out to them that she had neither the ambition nor the 
ability to be an intellectual leader but that she had the 
grace and charm to make a successful marriage. They 
were persuaded to encourage her in social activities and 
place less emphasis on studies. Meanwhile, the physi- 
cian encouraged the girl to feel that the friendships and 
recreation which she wanted were reasonable and healthy 
desires for a girl her age. As the attitudes of the various 
members of the family changed, scholastic examinations 
became less important to her, and the episodes of keto- 
nuria largely disappeared. 

The results which were attained by utilizing such 
methods in the treatment of six representative patients 
with labile diabetes from our group are shown in the 
table. A few of the general principles which were 
evolved from our experience with the whole group may 
be outlined briefly. It was found that patients should be 
seen frequently—at least once a month if they are 
adolescents or labile adults. After a suitable under- 
standing and rapport is attained between physician and 
patient, these visits may be brief, but the physician should 
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always maintain an interest in what is happening in his 
patient’s life, and give him an opportunity to discuss his 
problems and seek advice. He should be encouraged to 
call on the telephone at any time that unusual symptoms 
develop, for in this manner many episodes of ketosis 
may be aborted in their incipiency. The punitive, re- 
strictive, and rejecting attitudes which the patient so 
often resents in one of his parents should be carefully 
avoided. Excessive food intake may be regarded as an 
expected symptom of the disease. It is our practice to 
present it to patients as undesirable because it leads to 
obesity and increased glycosuria, but never as a danger- 
ous or stupid breach of faith. We encourage them to 
discuss the causes and circumstances of their overeat- 
ing without fear of rejection or disapproval. Likewise, 
we encourage a free discussion of conflicts with parents 
or other members of the family, and accompany it with 
patient attempts to educate the diabetic in the part which 
his own attitudes and behavior play in causing them. 
Discussion with parents, husbands, and wives is often 
helpful, and sometimes judicious advice for changes in 
employment or living arrangements may be given. How- 
ever, great caution should be exercised in advising the 
separation of adolescents from parents with whom they 
seem to be in constant and bitter conflict. Often this 
conflict conceals an intense dependency, and hasty inter- 
vention may make the patient sicker rather than better. 
Patience, forbearance, and a willingness to accept any 
limited improvement that can be attained is sometimes 
rewarded with gratifying results. 


SUMMARY AND CONCLUSIONS 

Experimental evidence indicates that stressful life sit- 
uations may lead to important metabolic changes in per- 
sons with diabetes mellitus and that these may be 
accompanied by emotional changes and changes in be- 
havior. Ketonemia and an increased excretion of water, 
glucose, and chlorides were observed as well as altera- 
tions in fasting blood sugar, which might lead to either 
hyperglycemia or hypoglycemia. 

Study of the life histories and daily experiences of 
persons with diabetes indicates that many of the appar- 
ently spontaneous fluctuations in the syndrome are the 
results of life stress. The similarities in the life histories 
of these diabetic persons suggests that developmental, 
cultural, and psychological factors may have an im- 
portant influence on the onset and course of the disease. 
Their behavior under stress, their attitudes toward food, 
and their feelings toward their parents are often so simi- 
lar as to suggest that these psychological manifestations 
might be considered as symptoms of the total disease 
process. 

Treatment directed at alteration of the behavior and 
attitudes of the patient and his relation to his environ- 
ment is helpful in abolishing otherwise uncontrollable 
fluctuations in the course of labile diabetes and in pre- 
venting recurrent episodes of ketosis requiring hospitali- 
zation. In all cases of diabetes an understanding of the 
patient and his life situation is necessary in order to 
understand the course of the disease, the limitations of 
therapy, and the goal which may be attained. 
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STREPTOMYCIN IN GENITAL TUBERCULOSIS OF FEMALE 


FURTHER OBSERVATIONS 


Harry Sered, M.D., Frederick H. Falls, M.D. 


and 


Bruce P. Zummo, M.D., Chicago 


Streptomycin has now been used for the treatment of 
tuberculosis fora period of about six years. A review of 
the literature fails to reveal any series of significant num- 
bers of gynecologic tuberculosis treated with streptomy- 
cin. A preliminary report on 16 cases revealed that 
results with this antibiotic were encouraging enough to 
warrant further study.* 

This present communication deals with a follow-up 
report on our original report, with further studies on 24 
additional cases. In those patients who were seen early 
and who were treated during the relatively incipient 
phases of the disease, the outcome thus far has been 
good. As might be expected, in those patients in whom 
treatment was delayed until lesions were far advanced, 
less favorable results were obtained. We have observed 
that, even in far-advanced cases, streptomycin does im- 
pede the progress of the disease, and occasionally sur- 
prising remissions have been noted. Streptomycin is to 
be regarded as a most useful adjuvant to present methods 
of tuberculotherapy in gynecology. 

In this series, the patients have been divided into four 
groups: 

A. Those patients in whom genital tuberculosis was 
diagnosed preoperatively, prepared with streptomycin, 
operated on, and followed with another course of strepto- 
mycin. There are 27 patients in this group, who were 
unselected and who were referred to us consecutively 
from other services. 


B. Those treated with streptomycin as the sole form 


of specific therapy in conjunction with the usual con-. 


servative measures. There are six patients in this group. 

C. Those with gynecologic tuberculosis undiagnosed 
preoperatively and without the benefit of streptomycin 
either preoperatively or postoperatively. There are two 
patients in this group. 

D. Those with gynecologic tuberculosis undiagnosed 
preoperatively but given a full eight-week course of 
streptomycin postoperatively. There are five patients in 
this group. 

This presentation is primarily concerned with our ex- 
perience in studying the 27 patients constituting group 


A, who were operated on and received streptomycin pre- | 


operatively and postoperatively. 


MEDICAL MANAGEMENT 

Dosage.—As a result of our experience with the first 
16 cases, it was obvious that equally good results could 
be obtained when smaller doses were used preoperatively 
and the time of treatment extended. Accordingly we 
have standardized the dosage at 1 gm. daily given in a 
single dose intramuscularly. Oral administration is 
known to be without beneficial effect in these cases, and 
subcutaneous injections are much too painful. 


As in the treatment of tuberculosis elsewhere in the 
body, the objective is to produce optimum effects with- 
out causing drug-fastness or permanent vestibular dam- 
age. There is no single dosage schedule that will give 
maximum results in the various clinicopathological types 
of gynecologic tuberculosis. Any plan for treatment 
should be worked out before actual drug therapy is 
started. In addition to drug dosage, it is important to 
focus attention on several other factors: 1. The patient’s 
general condition, including temperature, weight, anor- 
exia, and duration of the disease. 2. Extent of the tuber- 
culous involvement, which includes the essential genital 
pathology and associated lesions in the lungs, kidney, 
or other parts of the body. 3. Renal function should be 
particularly emphasized, since 80% of the streptomycin 
should be excreted by the normal kidney in 24 hours.” 
Impairment of this function will predispose to severe 
toxic reactions. 4. The sensitivity of the organism to the 
drug as indicated by the clinical response to the drug. 

Duration.—Duration of the therapy has been given 
careful consideration. The objective is to obtain a satis- 
factory therapeutic effect as rapidly as possible without 
incurring serious toxic reactions or resistance to strepto- 
mycin. In light of the experience gained so far, it was 
decided that a minimal course of eight weeks of therapy 
be given preoperatively and at least three weeks post- 
operatively. This is in accordance with the principle of 
employing surgery before the appearance of strepto- 
mycin-resistant Organisms. 

The complications encountered to date have been as 
follows: (1) two episodes of vestibular irritation, one of 
which responded to a reduction in dose and the other 
to cessation of therapy, with no further complications on 
resumption of treatment; (2) heaviness of the head; (3) 
light headedness; and (4) itching. Two patients became 
toxic during their postoperative course of treatment. 

Clinical Impressions.—Nearly all patients with gyne- 
cologic tuberculosis will experience an enhanced sense 
of well-being early in the course of treatment. The degree 
and duration of improvement, however, is determined by 
the amenability of the disease to the antibiotic. Generally, 
fevers will subside, often within a few days; appetite 


The streptomycin for this study was supplied by Merck & Co., Rah- 
way, 

All microscopic sections were read by Dr. Alex Ragins, of the surgical 
pathology department. : 

From the Departments of Gynecology, Cook County Hospital, Univer- 
sity of Illinois College of Medicine, and Hektoen Institute for Medical 
Research. 

Read before the Section on Obstetrics and Gynecology at the One- 
Hundredth Annual Session of the American Medical Association, Atlantic 
City, June 15, 1951. 

1, Sered, H.; Falls, F. H., and Zummo, B. P.: Streptomycin in Gyne- 
cologic Tuberculosis: A Preliminary Report, J. A. M. A. 142: 547-550 
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2. The Chemotherapy of Tuberculosis, Rahway, N. J., Merck & Com- 
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improve, frequently to the point where the patients can- 
not get enough to eat; abdominal distention and distress 
subside, though doughiness will persist; fatigue and 
weakness diminish as the patient progressively becomes 
stronger; leukorrhea diminishes; menstrual functions 
may return in amenorrheic patients; menstrual dysfunc- 
tion, such as metromenorrhagia, tends to improve; night 
sweats will most frequently subside; and the occasional 
patient with diarrhea will show improvement. 

Early in our experience we had hoped that the use of 
the antibiotic, with or without the use of gynecologic 
surgery, would be of great benefit to those patients who 
present such combined lesions as gynecologic and pul- 
monary tuberculosis. It was felt that, after drug therapy, 
extirpation of diseased genital tissue might enhance the 
recuperative ability of the extrapelvic organ. Unfortu- 
nately, even with the use of streptomycin, our findings 
do not afford any optimistic prognostications. Those pa- 
tients who presented serofibrinous or exudative pulmon- 
ary lesions seemed to benefit most. The favorable 
response, however, was probably due to the susceptibility 
of this type of lesion to the drug, with perhaps some 
additional therapeutic influence exerted by the pneumo- 
peritoneum as a result of surgery. Those with fibrous or 
fibrocaseous lesions of the lungs were not demonstrably 
benefited by the surgical treatment of pelvic pathology. 
Rather, any brief clinical improvement made by these 
patients is attributed to the use of streptomycin, as illus- 
trated in the cases reported herein. 


REPORT OF CASES 


Case 1.—M. M., whose condition was deteriorating, initially 
entered the hospital with an exudative process involving the 
upper lobe of the right lung. Six months later, with the usual 
conservative treatment, the entire right lung and the lower half 
of the left lung were infiltrated by tuberculosis; menstrual ir- 
regularities were present; and there had been further loss of 
weight. Endometrial biopsy was positive for tuberculosis. After 
65 days of streptomycin therapy, total hysterectomy and bi- 
lateral salpingo-oophorectomy were performed. Although her 
response to streptomycin was slow, she did menstruate on two 
consécutive months before surgical intervention, and she felt 
much better despite her failure to gain weight. Three weeks after 
operation she still failed to gain weight, but roentgenograms of 
her chest revealed definite signs of healing, and the patient con- 
tinued to improve during six additional weeks of streptomycin 
therapy. At present (about two years after surgery) the patient 
is carrying on her household duties and reports to the board of 
health clinics for periodic check-up. 

Case 2.—E. M. was septic. After spending six months in the 
tuberculosis hospital with the usual conservative treatment, she 
lost 20 Ib. (9.1 kg.), coughed more, ceased to menstruate, and 
suffered intermittent episodes of diarrhea. Endometrial biopsy 
was positive for tuberculosis. The pulmonary roentgenogram 
report was “far advanced bilateral acid-fast infection with areas 
of cavitation in the upper chest bilaterally.” One week after the 
onset of streptomycin therapy, the patient became afebrile, with 
occasional elevations of temperature to 99.2 F; two full men- 
strual periods occurred; night sweats subsided; and diarrhea 
ceased. Up to this time she gained 8% Ib. (3.8 kg.). After 85 
days of streptomycin therapy (preoperative and postoperative 
therapy were extended because of the far-advanced pulmonary 
lesions) she was subjected to total hysterectomy and bilateral 

go-oophorectomy. Surgical convalescence was uneventful, 
and the patient received six weeks of postoperative streptomy- 
cin therapy. She then became allergic to the drug, and it was 


3. The Chemotherapy of Tuberculosis, Rahway, N. ra Merck & Com- 
pany, Inc., 1950, pp. 18-24. Current Status of the Chemotherapy of 
Tuberculosis in Man: A eport, Report of the Council on 


Pharmacy and Chemistry, J. A. M. A. 142: 650-653 (March 4) 1950. 


J.A.M.A., Feb. 16, 1952 


stopped. When therapy ceased, the patient weighed 98 Ib. (44.5 
kg.), for a total gain of 19 Ib. (8.6 kg.). Two weeks later she 
began to expectorate blood-tinged sputum, which in staining 
showed tubercule bacilli. The febrile course recurred, weakness 
and fatigue returned, and appetite began to diminish, although 
no masses were palpable. The patient complained of abdominal 
discomfort, especially after eating. Gradual but progressive 
weight loss occurred, and the chest x-ray revealed far-advanced 
cavities of various sizes, with marked fibrotic infiltrations. 
Smaller doses of streptomycin had no effect. Her prognosis 
is poor. 

Comment.—In none of our patients have we had to 
cease therapy in less than 120 days. In cases in which 
favorable results have been obtained initially, the pos- 
sibility of relapse should be constantly watched for. The 
two greatest obstacles that have been encountered thus 
far have been refractory infections, usually in far- 
advanced cases, and extrapelvic recurrences. Unfortu- 
nately these relapses do not always respond well, if at 
all, to further antibiotic therapy. 


SURGICAL MANAGEMENT 


Surgical Observations.—Although streptomycin will 
reduce the amount of ascitic fluid in a tuberculous abdo- 
men by inhibiting the peritoneum from secreting more, 
nevertheless, two patients had up to 1,000 cc. of fluid 
in the pelvis and abdomen, while six had 300 cc. or 
less. In most instances of diffuse hyperplastic, adhesive 
tuberculous infections, it was possible to separate the 
dense adhesions with surprisingly little difficulty. We 
were particularly impressed by the seven patients who 
had been previously operated on and in whom the 
incision was closed without any attempt to remove the 
pelvic lesion, because of dense adhesions. Streptomycin 
seems to reduce the thickness and density of adhesions, 
facilitating exposure and removal of the diseased organs. 

Characteristic of tuberculosis, however, there have 
been at least three cases in which, despite favorable pre- 
operative subjective and objective findings, abdominal 
or pelvic findings were not as favorable as expected. 
In these patients the adhesions remained dense and 
difficult to separate (lines of cleavage impossible to 
locate), and surgery was almost as difficult as in those 
patients operated on without the benefit of streptomycin. 
In one patient it was so difficult to enter the peritoneal 
cavity that, even after eight weeks of streptomycin ther- 
apy preoperatively, the abdomen had to be closed again 
without surgical excision. She received six weeks of 
therapy postoperatively; she was afebrile, comfortable, 
and apparently doing well. 

The question poses itself as to whether or not some of 
these patients with genitoperitoneal lesions ought not 
have a longer period of preoperative preparation. In the 
majority of instances an eight-week course seemed ade- 
quate, especially since none of them showed any signs 
of toxicity during this interval. As mentioned previously, 
two patients did manifest toxic symptoms postopera- 
tively. The answer may lie in the combined use of dihy- 
drostreptomycin and paraaminosalicylic acid. Early re- 
sults would seem to indicate that such combined therapy 
tends to inhibit or significantly delay the development of 
bacterial resistance to the antibiotic.* This would make 
possible a prolongation of the effective administration 
of dihydrostreptomycin and make available a second 
drug, paraaminosalicylic acid, with demonstrable tuber-_ 
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culostatic properties. It remains for the future to deter- 
mine what effect this combined therapy has on gyneco- 
logic tuberculosis with or without surgery. 

Surgical Procedures.—In attacking the problem sur- 
gically, we were concerned with removal of as much 
of the pathologically involved tissue as feasible in con- 


sideration of the technical difficulties and possible dam- - 


age to other structures in the pelvis and abdomen. The 
situation was further complicated by the fact that some 
of the patients had previously been operated on at 
intervals varying from a few weeks to several years, 
either for tuberculosis or for some other form of pelvic 
disease. 
_ In this series we have continued to practice early 
ambulation, allowing the afebrile patients out of bed on 
the second or third day. This was followed by no un- 
toward after-effects. 

The surgical management of these patients must of 
necessity take into consideration the many complications 
that the patients present which are unrelated directly 
to the pelvic disease. These complications have been 
divided into three categories: (a) those occurring before 
surgery, including active pulmonary tuberculosis in 3 
instances, pleurisy with effusion 4, tuberculosis of the 
cervix 4, breast abscess 1, tuberculosis of the brain 1, 
thoracoplasty 1, and intestinal obstruction 1; (b) those 
occurring during surgery; and (c) those arising after 
surgery. 

Nine patients had been subjected to previous pelvic 
surgery elsewhere. Three had subtotal hysterectomies; 
one was operated on for small bowel obstruction (and 
postoperative adhesions); in one the incision was made 
for pneumoperitoneum effects; and in four cases of 
exploratory surgery prompt closure followed the dis- 
covery of inoperable tuberculosis. The preoperative 
diagnosis in these four patients were (a) left tubo- 
ovarian abscess, (b) interval appendicitis and chronic 
salpingitis, (c) tuberculous adnexitis, and (d) chronic 
salpingo-oophoritis. After transfer to our service, they 
were then given a course of streptomycin and reoperated 
on with good results. 

Of the 27 patients who have been operated on by us, 
the following procedures were done: total hysterectomy 
and bilateral salpingo-oophorectomy, 16; total hyster- 
ectomy and unilateral salpingo-oophorectomy, 2; total 
hysterectomy, bilateral salpingectomy, and unilateral 
oophorectomy, 3; and subtotal hysterectomy and bilat- 
eral salpingo-oophorectomy, 3. 

Pathologic Findings.—In order of frequency, the 
tuberculous pathologic findings were as follows: peri- 
tonitis in 27 cases, salpingitis (with or without oophor- 
itis) 24, endometritis 16, diffuse adhesions 11, ascites 8, 
oophoritis 4, tubo-ovarian abscesses 4, lymphadenitis 
3, ovarian caseation necrosis 3, and myometritis. 1. Inter- 
esting additional nontuberculous findings were as fol- 
lows: 1 dermoid tumor and | pseudomucinous cyst. In 
16 instances in which particular study of the oviducts 
was made, 6 were noted to be patent and 10 were oc- 
cluded. Of the 7 cases of tuberculous oophoritis, 3 were 
of perioophoritis and 4 of the interstitial type. Three 
patients had ovarian caseation necrosis, and all were 
grossly found by bisection of the ovary during surgery. 
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Continuing the attempt to determine the effect of 
streptomycin on the tuberculous process, tissue and 
fluid have been removed during surgery for culture, 
smear, and guinea pig inoculation. Of the 14 resulfs 
thus far returned, six were positive for tuberculosis and 
eight were negative. One of the negative reports was 
noted in a patient who subsequently died, nine months 
postoperatively. In another patient with negative reports, 
tuberculous nephritis developed 18 months postopera- 
tively. 

Complications.—During surgery, cystotomy occurred 


_ accidentally in one patient. Postoperatively, fecal fistula 


developed in 2 patients, wound infections in 3, and car- 
cinoma of the cervix in 1. The first fistula developed two 
months after surgery in a patient who became resistant to 
streptomycin and subsequently died. The second fistula 
developed in a patient with far-advanced tuberculosis of 
the pelvis and abdomen and who had a previous spon- 
taneous tuberculous fistula that responded to streptomy- 
cin-phthalylsulfathiazole treatment. She was subjected to 
surgery after a 120-day course of streptomycin and a 
two-month delay for convalescence. Her postoperative 
fistula appeared at the identical site one week after sur- 
gery but responded to streptomycin and sulfathaladine. 
At present she is doing well, and no further complica- 
tions have been noted. The patient with carcinoma of 
the stump will be discussed later. 


FOLLOW-UP STUDIES 


Every four weeks these patients return for follow-up 
studies. They are requested to make daily temperature 
and weight recordings and to keep track of any note- 
worthy incidents, such as vasomotor changes, gastro- 
intestinal symptoms, chills, fevers, and night sweats. 
Pelvic examinations are done on all patients. Roentgen 
studies of the chest or bowel are made whenever deemed 
necessary. In those patients who had subtotal hysterec- 
tomies, the cervical stumps are closely observed for any 
abnormal changes. 

There have been two deaths in this series, both 
occurring in patients with advanced lesions. 


Case 3.—M. S. died three months after surgery. (This case 
has been reported in detail in our previous publication.') Briefly, 
she was a 40-year-old Negro woman, in very poor condition 
when first seen. The patient made surprising improvement dur- 
ing intensive streptomycin therapy for 50 days. A total hyster- 
ectomy and bilateral salpingo-oophorectomy were done. Her 
postoperative course was uneventful, and the patient was dis- 
charged 14 days later. She continued to do well until six weeks 
after surgery, when a partial bowel obstruction developed. Al- 
though responding to conservative measures of Levine suction, 
oil and enema regimen, and streptomycin therapy, her symptoms 
recurred, resistance to the drug developed, and the patient be- 
came worse. A spontaneous ileostomy developed, and the pa- 
tient died shortly thereafter. 

Case 4.—E. A., a Negro woman, 21, entered the gynecologic 
service in August, 1948. She was described as being acutely ill, 
thin, with a temperature of 101 F, a pulse rate of 124, and res- 
piratory rate of 24. Her complaints were 30 lb. (12 kg.) weight 
loss, abdominal distention and discomfort, a good appetite but 
unable to eat because of associated abdominal discomfort with 
ingestion of food, and markedly increased whitish vaginal dis- 
charge. She had missed her last two menstrual periods. Chest 
x-rays did not reveal any cardiac or pulmonary abnormalities. 
Barium roentgenograms were interpreted as presenting “changes 
compatible with clinical impression of tuberculous peritonitis.” 
The corpus uteri was pushed upward by adnexal masses, deviated 
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to the left, of normal size, and apparently fixed to the under- 
lying masses. The vaginal discharge was purulent and cheesy. 
Endometrial biopsy revealed “necrosis of the caseating type.” 
Cervical biopsies were negative for tuberculosis. Streptomycin 
was given for 54 days, whereupon surgery was performed. 
Grossly there was noted diffuse adhesions and lymph nodes 
everywhere. Bisection of these nodes revealed caseous contents. 
Total hysterectomy and bilateral salpingo-oophorectomy were 
done. Microscopic findings were tuberculous endometritis, myo- 
metritis, cervicitis, salpingo-oophoritis, and caseation of a lymph 
node. 

Streptomycin therapy was continued for three weeks post- 
operatively. The patient was seen every four weeks for the next 
six months. During this interval she gained 22 Ib. (9.1 kg.), was 
afebrile, and had an enormous appetite, minimal vasomotor 
symptoms, and no gastrointestinal complaints. On the eighth 
postoperative visit, she had lost 3 Ib. (1.3 kg.), complained of 
occasional headaches, and felt weaker. Hospitalization was re- 
fused. In August, 1949, (nine months after surgery), she was 
readmitted to Cook County Hospital complaining of severe head- 
aches and diplopia. The neurosurgeon thought an intracranial 
tumor probable. Exploratory trephining revealed a tuberculoma 
of the brain. The patient was given six weeks of streptomycin 
and became asymptomatic. Two weeks later her complaints re- 
curred, followed by stupor, coma, and death. Permission for 
autopsy was not granted. 


Other complications thus far encountered in this 
follow-up series were tuberculous nephritis (Case 5), 
carcinoma of the cervix (Case 6), and nontuberculous 
cystic changes of retained ovarian tissue (Case 7). 


Case 5.—A. W., a 15-year-old Negro girl, was admitted to 
the surgical service complaining of premenstrual discomfort in 
the right lower abdominal quadrant, lasting through the first 
day of flow, and temperature up to 101 F. At the time of ad- 
mission the abdominal distress had been continuous for four 
days. After six days of sulfadiazine and penicillin therapy, the 
patient was subjected to surgical exploration. When the abdomen 
was opened, adhesive hyperplastic tuberculosis was noted every- 
where, so that no further attempt at surgery was made. After 
eight weeks of streptomycin therapy, supracervical hysterectomy 
and bilateral salping Pp y were done. Bilateral tubo- 
ovarian masses, containing necrotic caseous material, were 
found. She was given three weeks of streptomycin therapy post- 
operatively. The patient did remarkably well for the néxt 18 
months but began to complain of urinary frequency and urgency, 
nocturia, and questionable hematuria. Urine cultures were posi- 
tive for tuberculosis. At present she is receiving streptomycin 
and paraaminosalicylic acid and apparently doing well. 


Case 6.—A. R., a 49-year-old Negro woman, was admitted 
to Cook County Hospital, April 22, 1949, complaining of ab- 
dominal swelling, weight loss, fever, and chills. Roentgenograms 
of the chest and gastrointestinal tract were not noteworthy. In 
1920 she had been subjected to supracervical hysterectomy and 
unilateral salpingo-oophorectomy. Preoperative clinical biopsies 
revealed chronic cervicitis. After eight weeks of streptomycin 
therapy she was operated on. Dense diffuse adhesions were 
found everywhere; because of technical difficulties, only salpingo- 
oophorectomy was possible. Her postoperative course was un- 
eventful, and she received streptomycin for three weeks during 
convalescence. During routine follow-up examinations she was 
subjected to a fifth cervical biopsy, and on this occasion a 
“definite non-hornifying squamous cell carcinoma” was found. 
The patient has thus far received a one-week course of radium 
therapy (seven needle implants of 2 mg. each) and a full course 
of roentgen therapy. Postradiation biopsies have been negative 
for carcinoma. 

Case 7.—E. B., a 29-year-old Negro woman, entered Cook 
County Hospital May 15, 1948, complaining of prolonged 
menses, left lower abdominal quadrant discomfort, weight loss, 
fever, and chills. She was treated for a pelvic inflammatory 
process with sulfadiazine and penicillin, but the response was 
not satisfactory. Endometrial and cervical biopsies were posi- 
tive for tuberculosis. Streptomycin almost immediately made 
her afebrile. After six weeks of drug therapy she had a total 
hysterectomy and bilateral salpingectomy. After three weeks of 
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postoperative streptomycin therapy, she left the hospital in good 
condition. She felt well until Jan. 9, 1950, when a cystic mass 
the size of an orange was palpated in the region of the recto- 
sigmoid. Barium roentgenograms and sigmoidoscopy failed to 
reveal any large bowel pathology. On January 31 a laparotomy 
was done. Minimal adhesions were found, and a multilocular 
cyst was resected. The pathology report stated there were several 
pieces of tissue containing several hemorrhagic cysts, the small- 
est fragment being composed of corpus luteum. Microscopically 
it was found to contain “much blood and fibrous connective 
tissue, and suggestive dependent granulosa cells.” At present the 
patient is doing well. 


Cases in Groups B, C, and D will not be discussed in 
detail. Of the six patients in Group B, treated with 


_ Streptomycin as the sole form of therapy, one patient 


died and five are alive and doing well. All, however, still 
manifest residual adnexities and doughy abdomen. The 
one death occurred in a Negro woman (G. L.) with far- 
advanced pelvoabdominal tuberculosis as well as “bi- 
lateral pneumonitis, acid fast, with cavitation in the left 
apex.” She died four months after admission, deriving 
little if any benefit from drug therapy. The two patients 
in group C who were operated on without streptomycin 
therapy at any time, began to show signs of complica- 
tions 7 months and 13 months, respectively, postoper- 
atively. F. A., a Negro woman of 36, had a total hys- 
terectomy, bilateral salpingectomy, and left oophorec- 
tomy. Seven months later we were able to palpate a 
doughy mass, the size of an orange, replacing the right 
adnexa (ovary). She refused further surgery. P. A., a 
Negro woman of 24, had a subtotal hysterectomy and 
a bilateral salpingectomy. Thirteen months later a cystic 
mass, the size of a grapefruit, was palpated in the region 
of the left iliac fossa. She also refused further surgery. 
In both instances, barium roentgenography was negative 
for bowel pathology. 

Of the five patients in Group D, who received strepto- 
mycin therapy postoperatively only, two had fecal fistu- 
las, arising as a result of bowel injuries. In both patients 
the rent in the large bowel was sutured without benefit 
of colostomy or ileostomy. The fistulas developed 5 days 
and 18 days, respectively, after surgery. The first closed 
spontaneously with streptomycin and phthalylsulfathia- 
zole therapy. The second patient, although receiving 
identical drugs, had a transverse colostomy done at the 
time of the operation and is under the care of the surgical 
department. 

SUMMARY AND CONCLUSIONS 


1. Two and one-half years’ clinical experience with 
the use of streptomycin in 40 patients with gynecologic 
tuberculosis is herewith reported. These patients have 
been divided into four groups, each with different modes 
of treatment. The immediate and follow-up findings are 
reported. 

2. Experience seems to favor a dosage of 1 gm. of 
streptomycin injected intramuscularly daily. 

3. A period of eight weeks or more of preoperative 
streptomycin preparation improves operability and the 
final results. 

4. One of the most frequent but not commonly dis- 
cussed complaints is the presence of a good appetite but 
unwillingness to eat because of postprandial pain. 


5. Decrease in postprandial pain after treatment with 
streptomycin permits the ingestion and better digestion 
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of more food, which helps to improve the general condi- 
tion and makes the patient a better operative risk. 


6. Nearly all patients with gynecologic tuberculosis 
will experience an enhanced sense of well-being early in 
the course of treatment. The degree and duration of im- 
provement is determined by the amenability of the dis- 
ease to the antibiotic. 

7. The most persistently good responses are noted in 
patients in whom therapy is instituted relatively early. 

8. As in other forms of tuberculosis, recurrences else- 
where must be anticipated. Negative smears, cultures, 
and guinea pig innoculations of excised surgical tissue 
do not preclude this possibility. 

9. Radical extirpation of diseased tissue, when feasi- 
ble, is the treatment of choice. Total hysterectomy and 
bilateral salpingo-oophorectomy were done whenever 


possible. The follow-up studies on all four groups would’ 


seem to justify this procedure. 

10. Removal of pelvic tuberculous lesions, supple- 
mented by streptomycin therapy has no beneficial influ- 
ence on associated advanced pulmonary lesions. 
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11. In order of frequency, the tuberculous pathologic 
findings were peritonitis, salpingitis, endometritis, diffuse 
hyperplastic adhesions, ascites, oophoritis, cervicitis, 
tubo-ovarian abscesses, lymphadenitis, ovarian caseation 
necrosis, and myometritis. Six oviducts were patent, and 
10 were closed. 


12. There have been two deaths in 27 surgical cases, 
both occurring in patients with far-advanced lesions. The 
complications encountered during this period have been 
(a) streptomycin resistance with miliary spreads, (b) 
tuberculoma of the brain, (c) tuberculous nephritis, (d) 
carcinoma of the cervix, and.(e) nontuberculous cystic 
changes in retained ovarian tissue. 

13. The persistance of doughy abdomen has been a 
common finding during the follow-up interval of two 
and one-half years. 

14. Streptomycin is to be regarded as a most useful 


adjuvant to present accepted methods of therapy in 
gynecologic tuberculosis. 


55 E. Washington Blvd. (Dr. Sered). 


PHYSICAL MEDICINE PLUS CORTISONE FOR RHEUMATOID ARTHRITIS 


Gordon M. Martin, M.D., Howard F. Polley, M.D. 


Thomas P. Anderson, M.D., Rochester, Minn. 


Because of the recent interest in cortisone and cortico- 
tropin (ACTH) in the treatment of rheumatoid arthritis, 
physical medicine and other measures that are of proved 
value in the management of patients with rheumatoid 
arthritis have been slighted. The purpose of the present 
study is to evaluate the relation of, physical medicine to 
cortisone in the treatment of such patients. 

As the treatment with cortisone of increasing numbers 
of patients having rheumatoid arthritis has continued, it 
has become apparent that cortisone alone, as it is cus- 
tomarily used at present, does not always provide com- 
plete control of the disease. It is well recognized, as has 
been reported, that cortisone alone will relieve much of 
the pain and stiffness and will produce a decrease in the 
synoyial inflammatory reaction. However, in order for 
many patients with rheumatoid arthritis to obtain maxi- 
mal objective signs of _improvement in articular func- 
tion while receiving safe suppressive doses of cortisone, 
‘it is essential to utilize a program of treatment that in- 
cludes physical medicine. 

This study is based on a comparison of the results of 
treatment of two groups of patients hospitalized with 
rheumatoid arthritis. One group received a conservative 
program that included physical medicine measures, ade- 
quate rest, salicylates, proper diet, and, in some instances, 
special articular supports when indicated. The other 
group of patients received similar conservative treat- 
-ment plus cortisone. 

The physical medicine program, described elsewhere 
in detail,’ consisted essentially of daily systemic heating 
for 30 minutes accomplished by the application of lumi- 
nous infra-red bakers, by means of a hot tub bath with 


a water temperature of 102 to 104 F or by a hot moist- 
air “fever cabinet,” the latter two methods raising the 
patient’s oral temperature to 100 to 101 F. The applica- 
tion of heat was followed by light to deep stroking and 
kneading massage of the affected extremities. The exer- 
cise program consisted of active and assistive exercise 
to attempt to increase the range of motion. When indi- 
cated, resistive exercises were prescribed to increase 
strength of muscles. Gait training made up an essential 
part of the exercise program of many of the patients, 
some of whom were taught to eliminate a limp, others 
how to get in and out of chairs, how to use crutches or 
canes properly, and how to determine the amount of 
walking or other activity that could be tolerated. 


Read before the Section on Physical Medicine and Rehabilitation at 
the One-Hundredth Annual Session of the American Medical Association, 
Atlantic City, June 13, 1951. 

From the Section on Physical Medicine and Rehabilitation, Mayo Clinic 
(Dr. Martin); Division of Medicine, Mayo Clinic (Dr. Polley); Fellow in 
Physical Medicine, Mayo Foundation (Dr. Anderson). 

1. (a) Hench, P. S.; Kendall, E. C.; Slocumb, C. H., and Polley, 
H. F.: The Effect of a Hormone of the Adrenal Cortex (17-Hydroxy-11- 
dehydrocorticosterone; Compound E) and of Pituitary Adrenocorticotrophic 
Hormone on Rheumatoid Arthritis; Preliminary Report, Proc. Staff Meet., 
Mayo Clin. 24: 181-197 (April 13) 1949; Ann. Rheumat. Dis. 8; 97-104 
(June) 1949; Effects of Cortisone Acetate and Pituitary ACTH on Rheuma- 
toid Arthritis, Rheumatic Fever and Certain Other Conditions; A Study in 
Clinical Physiology, Arch. Int. Med. 85: 545-666 (April) 1950. Hench, 
P. S.; Slocumb, C. H.; Polley, H. F., and Kendall, E. C.: Effect of Corti- 
sone and Pituitary Adrenocorticotropic Hormone (ACTH) on Rheumatic 
Diseases, J. A. M. A. 144: 1327-1335 (Dec. 16) 1950. (b) Hench, P. S.: 
Introduction: Cortisone and ACTH in Clinical Medicine, Proc. Staff 
Meet., Mayo Clin. 25: 474-476 (Aug. 16) 1950, 

2. Polley, H. F.: Physical Medicine in the Care of Rheumatoid Arthri- 
tis, South. M. J. 40: 596-600 (July) 1947. Kendell, H. W.; Polley, H. F., 
and Krusen, F. H.: Physical Medicine in the Home Treatment of Arthritis, 


_ Rheumatism 3: 86-88; 103-104 (April-June) 1947. Erickson, D. J.: Physical 


Medicine for the Homebound Arthritic, Brit. J. Phys. Med. 13: 193-197 
(Sept.) 1950. 
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Since the effects of cortisone alone for patients with 
rheumatoid arthritis are well known and have been 
reported, no group of patients treated solely with corti- 
sone is included in this study. The dosage and schedule 
for the administration of cortisone were determined by 
the apparent requirements of the individual patients. 
After treatment was begun, repeated efforts were made 


TABLE 1.—Results of Treatment of Patients with Rheumatoid 
Arthritis Based on Objective Changes in Articular Function 


Physical Physieal Medicine 
Medicine and Cortisone 
Articular Function Patients % Patients % 
Marked improvement........... 5 14.7 10 18.5 
Moderate improvement......... 22 64.7 36 66.7 


to lower the dosage and to determine the minimal main- 
tenance dose. These maintenance doses were usually less 
than 100 mg. per day.** However, they have the advan- 
tage of producing fewer undesirable physiologic and 
psychologic side-effects. With these smaller doses, the 
signs and symptoms of the rheumatoid arthritis may be 
suppressed but are not necessarily completely controlled. 


SELECTION OF PATIENTS 

Eighty-eight patients with rheumatoid arthritis were 
included in this study; 55 were female and 33 were male. 
Their ages ranged from 4 to 73 years. The duration of the 
symptoms varied from less than one year to more than 20 
years. A definite diagnosis of rheumatoid arthritis could 
be made in all patients. The activity of the arthritis in all 
patients was moderate to severe, and all the patients were 
hospitalized for periods ranging from two and a half 
weeks to more than a year. Paticnts included in the study 
had repeated measurements of range of motion in joints 
with limitation. The larger joints, such as the knees, 
elbows, and shoulders, which permit fairly accurate 
goniometric readings, were used whenever possible. 
Arthritic patients receiving treatment other than as de- 
fined in previous paragraphs or having other associated 
diseases were excluded from the study. Evaluation of the 
treatment programs was based on results occurring dur- 
ing the period of hospitalization. 

The subjects were divided into two groups of about 
equal age and sex distribution and with comparable 
degrees of rheumatoid arthritis. Group | consisted of 34 
patients treated with a conservative program in which 
physical medicine provided an essential part of the thera- 
peutic regimen. These patients in Group 1 were all 
chosen from those treated since 1948, in order that the 
physical medicine and other conservative’ measures 
would be comparable to those received by the subjects in 
Group 2. Group 2 consisted of 54 patients who received 
cortisone in addition to physical medicine and other 
supportive treatment. These patients in Group 2 were 
hospitalized during 1950 and up to April, 1951. 


2a. Ward, L. E.; Slocumb, C. H.; Polley, H. F.; Lowman, E. W., and 
Hench, P. S.: Clinical Effects of Cortisone Administered Orally to Patients 
with Rheumatoid Arthritis, Proc. Staff Meet., Mayo Clin. 26: 361-370 
(Sept. 26) 1951. 
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The effects of the treatments on articular function were 
evaluated as objectively as possible. Measurements of 
the range of motion of the joints were made at intervals 
of at least one week. Significant changes in the patient’s 
means of locomotion with a description of the type of 
ambulation attained were utilized as other signs of 
objective improvement. Although the majority of patients 
(particularly in the group receiving cortisone) showed 
varying degrees of subjective improvement these factors 
were not included as criteria for improvement in this 


study. 
RESULTS 


In classifying the results of treatment, we used three 
general groups: (1) those showing marked improvement 
in the articular function and ambulation, (2) those show- 
ing moderate degrees of improvement, and (3) those 
showing no significant improvement during the period of 


‘hospitalization. The first group consists of patients who 


made outstanding or marked improvement in articular 
function and in ambulation during the period of observa- 
tion. For example, an improvement from 150 degrees to 
175 degrees in extension of the knee occurring in a 
period of less than three months was considered as evi- 
dence of marked objective improvement. In most in- 
stances, this increase in range was associated with a 
marked improvement in ambulation. A patient who 
entered the hospital bedridden and was able to leave 
walking with crutches or canes was included in this 
group. The second group includes the patients who 
showed moderate degrees of improvement in range of 
motion as well as some significant improvement in their 
locomotion. An improvement of 10 degrees in exten- 
sion of the knee, for instance, with a change from 160 
degrees to 170 degrees would indicate a moderate degree 
of objective improvement in articular function. The third 
group includes those who showed no significant improve- 
ment in articular function. This applied particularly to 
such weight-bearing ‘joints as the knees and hips. For 
instance, a patient with no significant increase in range 
of motion of flexed knees, even though he showed slight 
improvement in the shoulders, would be included in this 
group. 


TABLE 2.—Results of Treatment of Patients with Rheumatoid 
Arthritis in Relation to Duration of Symptoms 


Physical Medicine 
and Cortisone 


Physieal Medicine 


Duration of Pa- No. Im Pa. No. Im- 
Symptoms, Yr. tients proved % tients proved % 
8 8 100.0 7 6 85.7 
10 9 9.0 13 ll 84.6 
9 6 66.7 13 ll 84.6 
7 4 57.1 21 18 85.7 
34 27 79.4 46 85.2 


The results of the two programs of treatment are sum- 
marized in Table 1. The percentage of patients showing 
marked to moderate improvement in the two groups was 
about the same, except that of the subjects who received 
physical medicine without cortisone a slightly larger per- 
centage showed no significant change than was observed 
in the group receiving physical medicine plus cortisone. 

From analysis of the results of the two treatment pro- 
grams in relation to the duration of the patient’s illness 
(Table 2), it appears that as the duration of the symp- 
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toms increases, the percentage of patients showing im- 
provement with conservative treatment decreases. When 
the rheumatoid arthritis had been present for five years 
or longer, the percentage of patients showing improve- 
ment was greater in those treated with physical medicine 
plus cortisone (85.7% to 84.6% ) than in those treated 
with physical medicine alone (57.1% to 66.7% ). 


TABLE 3.—Results of Treatment of Patients with Rheumatoid 
Arthritis in Relation to Duration of Treatment 


Physical Medicine 


Physical Medicine and Cortisone 


Duration of Pa- No. Ilm- 
Treatment, Mo. tients proved %o 


Pa- No. Im- 
tients proved % 


Less than 1...... 91.7 8 100.0 
16 12 75.0 80 24 80.0 
More than 2...... 6 4 66.7 16 4 87.5 

84 27 79.4 D4 46 85.2 


The results of the two programs of treatment were 
yvurther analyzed in relation to the duration of hospitali- 
zation, which in general paralleled closely the duration 
of treatment (Table 3). However, in several of the sub- 
jects with prolonged hospitalization (more than two 
months), the period of administration of cortisone was 
considerably shorter than the total hospitalization. The 
best results were obtained in the patients needing treat- 
ment for relatively short periods. This may be explained 
on the basis of the relatively milder disease present in 
these cases at the time of treatment. Patients with more 
serious involvement as well as those who were more 
resistant to treatment were treated for longer periods. 
The percentage of those showing improvement from the 
long-term program in these cases was somewhat less. For 
the patients treated for two months or longer, there is a 
greater likelihood of obtaining improvement with physi- 
cal medicine plus cortisone (87.5% ) than with physical 
medicine and other conservative measures without corti- 
sone for the same period (66.7% ). 

Analysis of data on patients grouped according to age 
indicated comparable results. Apparently age is not a 
determining factor in whether or not the younger or 
older patients are more or less likely to respond to one 
or the other of the therapeutic programs. 


REPORT OF CASES 


Physicians treating arthritic patients have long recog- 
nized that the treatment of patients with rheumatoid 
arthritis must be highly individualized. Analysis of the 
group results of treatment has indicated the value of 
physical medicine either alone or combined with corti- 
sone. However, the presentation of several individual 
reports of cases will serve to elucidate some of the thera- 
peutic problems that may be encountered. The cases 
on which data are to be presented illustrate some of the 
widely varying manifestations occurring in rheumatoid 
arthritis. 

The first patient was in the younger age group and had 
a shorter duration of symptoms of rheumatoid arthritis. 
‘The patient obtained marked improvement with a rela- 
tively short period of treatment with cortisone plus 
physical medicine. The second patient had chronic 
rheumatoid arthritis with flexion deformities and showed 
no significant effective change either with prolonged 
physical medicine alone or with a program of cortisone 
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_ plus physical medicine. The report of the third case illus- 


trates what was accomplished with one patient by a con- 
servative program alone. This patient had previously re- 
ceived cortisone alone (elsewhere), with no significant 
improvement. Case 4 illustrates some of the things that 
were accomplished in a severely involved chronic 
rheumatoid arthritic patient by use of a combined treat- 
ment program plus orthopedic measures over a prolonged 
period. 


Case 1.—A Negro woman, aged 18, had active rheumatoid 
arthritis of one and a half years’ duration. The shoulders, el- 
bows, wrists, and knees were involved. There was a flexion 
contracture of the right knee with marked synovitis. Narrowing 
of the joint space was noted on roentgenographic examination. 
This joint was so painful that the patient had not walked for one 
month prior to admission. She was hospitalized for 42 days of 
treatment. She received cortisone, 100 mg. per day for nine days, 
at the end of which time pain and limitation of motion in the 
involved joints had improved approximately 50%. Physical 
medicine was then prescribed, including heat, mild fever therapy, 
massage, exercise, and gait training. The dosage of cortisone was 
gradually reduced to 50 mg. per day. Range of motion in the 
joints improved further, with the right knee and left elbow re- 
gaining full motion. The patient was taught to walk in parallel 
bars and gradually progressed to walking with two canes, then 
with one cane; finally she was able to walk without a cane, with 
no limp and without pain in the right knee. The sedimentation 
rate dropped from 117 mm. in one hour to 51 mm. in one hour 
(Westergren). The patient gradually gained weight and was gen- 
erally improved. 

Case 2.—A white woman, aged 57, had severe chronic rheu- 
matoid arthritis of six years’ duration. She had marked flexion 
contractures of the hips and knees. Roentgenograms of these 
joints showed advanced degenerative changes with narrowing of 
the joint spaces. The sedimentation rate was 50 mm. in one hour. 
She was hospitalized for 37 days of treatment. Physical therapy, 
consisting of heat, massage, and exercise, had been started several 
months prior to hospitalization and was continued during hos- 
pitalization in addition to other supportive measures. A splint to 
increase extension of the right knee was used. Administration 
of cortisone was started on the fifth day of hospitalization. Doses 
were 100 mg. per day for six days and then 50 mg. daily for 
eight days, then 200 to 275 mg. per week. There was no objective 
improvement on this program. The patient remained nonambu- 
latory. Subjective improvement was slight, and the pain in the 
knees continued even at rest. Treatment has been continued for 
six months since hopitalization, with no essential change in func- 
tion because of previously damaged joints. 

Case 3.—A white woman, aged 63, had severe chronic rheu- 
matoid arthritis of three years’ duration. She had marked flexion 
contractures of the knees and 50% limitation of left shoulder 
abduction. There was generalized osteoporosis with compression 
fractures of six vertebras. The sedimentation rate was 105 mm. 
in one hour. The patient had been given cortisone irregularly for 
five months prior to admission. She was hospitalized for 100 
days and treated without further use of cortisone. Physical medi- 
cine, consisting of heat, massage, exercise, and gait training, was 
started on the 30th day. The patient wore a Taylor back brace 
duriffg physical activity. The response to this treatment program 
was excellent. The knees straightened from extension of 140 de- 
grees to 175 degrees. The left shoulder regained full range of 
motion. She progressed from being nonambulatory on admission 
to walking in parallel bars during the sixth week, to walking with 
crutches during the seventh week, to walking with glider canes 
for four days during the eighth week, and thereafter to using 
one cane for walking and climbing stairs. The sedimentation rate 
dropped from 105 mm. in one hour to 88 mm. in one hour. The 
patient’s general condition improved markedly. 

Case 4.—A white man, aged 29, had severe chronic rheuma- 
toid arthritis of six years’ duration. He had been nonambulatory 
for four years. There were extensive osteoporosis and marked 
muscular atrophy. The hands were severely deformed with lim- 
ited motion and hyperextension of the proximal interphalangeal 
joints. He had marked flexion contractures of both wrists and 
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knees, with slight subluxation of the latter. Roentgenograms of. 


the knees showed narrowing of the joint spaces with slight 
destructive changes. He was hospitalized for the 13 months pre- 
ceding June, 1951. The knees were manipulated with the patient 
under anesthesia, and a moderate increase in extension was ob- 
tained. Physical medicine was started two days after the manipu- 
lation. This treatment included heat, hydrotherapy, massage, and 
exercise, which was cautiously undertaken because of the severe 
osteoporosis. Gradually, moderate improvement was made with 
this program. When the knee extension became 160 degrees, 
walking with assistance was started. After two months on this 
program, administration of cortisone was started in daily doses 
varing from 100 mg. to 50 mg. One month later the knees 
attained full extension. Arthrodeses of the wrists in a functional 
position helped in making the hands more useful. Progression 
in ambulation was carried out with great caution because of 
the severe osteoporosis. By the eighth month the patient could 
walk unassisted. Attempts to reduce the dosage of cortisone 
resulted in flare-ups which temporarily restricted physical 
activity. Jncreasing the maintenance dose slightly again has 
permitted more active physical medicine. The patient has been 
receiving cortisone for 11 months and physical medicine for 
13 months. Physical medicine alone did not provide adequate 
treatment for this patient, and it is doubtful that cortisone alone 
would have been any more adequate. With combined treatment, 
certainly the moderate degree of improvement that has occurred 
in this patient has considerably improved his ability to be self- 
dependent and ambulatory. 


COMMENT 


A carefully supervised conservative program including 
physical medicine, adequate rest, diet, simple analgesics 
and other general supportive measures is of much value 
in the treatment of rheumatoid arthritis. Results of such 
a program, as indicated in a selected group of patients in 
this study, were favorable even before the advent of corti- 
sone. This study, nevertheless, indicates that cortisone is 
an important adjunct to the treatment program of many 
patients with active rheumatoid arthritis. Not only may 
the symptoms be decreased significantly in the patients in 
the active phase of rheumatoid arthritis but, also, consid- 
erably more can be accomplished in a large percentage 
of the patients who have severe and more chronic in- 
volvement and who require long periods of supervised 
medical care to control the active rheumatoid arthritis. 
Cortisone will suppress or relieve the symptoms of stiff- 
ness and pain and diminish the inflammatory reaction. 
As has been pointed out,* mobilization of joints can, be 
accomplished by cortisone with the addition of physical 
medicine in patients who otherwise might obtain only 
limited improvement with physical medicine and other 
conservative measures alone. As Hench?” has said, 
“Cortisone suppresses the fire; it does not of itself put out 
the fire (remove the irritant) nor does it serve as @ car- 
penter to repair the fire’s damage.” Even with the com- 
bined treatment in some of the severely disabled patients, 
significant results may be achieved only very slowly, if 
at all. 

It is sometimes difficult to predict the degree of im- 
provement that may be achieved in some of the severely 
involved patients. This is illustrated by Case 3, in which 
cortisone alone given elsewhere produced little or no 
significant improvement, at least by the schedule used, 
but later during hospitalization without cortisone and 
with a conservative program including physical medi- 
cine, satisfactory objective improvement occurred. On 
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the other hand, in Case 4, the results were better with 
cortisone and physical medicine than could have been 
expected with either alone. It can be anticipated that 
results will generally be rather limited when articular 
dysfunction is more the result of damage already done 
to the joint than the result of active inflammation. 

Cortisone has been used therapeutically for only a very 
short period, and much remains to be learned regarding 
optimal methods of administration. However, in all in- 
stances dosage of cortisone must be carefully adjusted to 
provide optimal relief with minimal risk of undesirable 
side-effects. Likewise the physical medicine program 
must be carefully prescribed for each patient.* Exercise 
tolerances vary widely, and the ability to progress from 
active assistive exercise to resistive exercise and increased 
ambulation needs to be carefully determined and regu- 
larly supervised. 

SUMMARY 


Eighty per cent of a group of 34 patients with moder- 
ate to severe rheumatoid arthritis treated with physical 
medicine and other conservative measures showed ob- 
jective evidence of improvement in articular function 
and ambulation. Eighty-five per cent of a similar group 
of 54 patients who were treated with cortisone in addi- 
tion to physical medicine and other conservative meas- 
ures showed objectively improved articular function. 
Patients with rheumatoid arthritis who have limitation of 
articular function and who are receiving cortisone may 
benefit further by a carefully prescribed and supervised 
program of physical medicine. In all instances, the treat- 
ment program must be individualized, since the require- 
ments for physical medicine and cortisone vary widely in 
different cases. 

3. Polley, H. F., and Elkins, E. C.: Significance to the Physiatrist of 
Recent Developments in Rheumatic Diseases, Arch. Phys. Med. 32: 146- 
151 (March) 1951. 


4. Martin, G. M.: What Every Physician Should Know About Pre- 
scribing Physical Therapy, J. A. M. A. 142: 474-476 (Feb. 18) 1950. 


Abdominal Percussion.—Percussion of the abdomen is a well 
recognized aid in outlining an enlarged liver or spleen, in de- 
termining the presence of free fluid, in delineating the size of 
an Ovarian cyst, an enlarged uterus, or a distended stomach. Its 
usefulness in the presence of peritoneal inflammation has been 
generally overlooked. . . . To me it is the most helpful single 
diagnostic procedure in evaluating the acutely disturbed abdo- 
men. Long since discarded has been the sign of “rebound tender- 
ness.” It is gross, it is cruelly painful, and it is not sufficiently 
accurate to be helpful when most needed in locating the primary 
seat of inflammation. In the appraisal of an abdomen under 
scrutiny, the patient is not touched until he has been asked to 
cough. The resulting pain will give the first evidence of the site 
of inflammation, and of the probable organ or viscus primarily 
involved. The abdomen is then palpated to determine the pres- 
ence of muscle guarding. This must be done gently, and pain- 
lessly, and is begun in areas away from the site of pain as 
revealed by coughing. Rarely is guarding absent over areas of 
inflammation, but it cannot be accurately located by a heavy 
hand. . . . Then follows light percussion—also begun in pre- 
sumably unaffected areas—by working downward from the epi- 
gastrium in lower abdominal discomfort, toward the epigastrium 
in upper abdominal pain, and from the side of comfort to the 
side of pain in unilateral involvement. The area of tenderness 
is quickly and easily ascertained. . . . —Emile Holman, The 
Art of Abdominal Percussion in the Presence of Inflammation, 
Surgery, Gynecology and Obstetrics, December, 1951. 
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ERASMUS AND HIS DISEASES 


H. N. Cole, M.D., Cleveland 


Anyone who has had the pleasure of studying at, or 
of visiting, Cambridge University, England, will remem- 
ber Queens College. Queens College, the second royal 
institution in Cambridge, was established by Margaret 
of Anjou, queen of Henry VI, in 1448. Andrew Dokett 
was its first president, and held the office for many years. 
The college, which is famous for its principal court, 
gate house, and great gateway, was completed in 1451 
and still functions. There are several courts and clois- 
ters, varying in their dates of establishment. All of them 
are beautiful, as well as ancient, and Pump Court is 
especially renowned as being the study of the scholar, 
Erasmus. It is appropriately called Erasmus Tower. In 
the gallery of the President’s lodge there is a high, stiff, 
uncomfortable chair—Erasmus’ chair. Just across the 
river Cams, there is a walk in the college gardens known 
as Erasmus’ Walk. Erasmus was in residence at Queens’ 
from 1510 to 1513 and was the first man to teach Greek 
at Cambridge. 

Desiderius Erasmus,‘ Dutch scholar, hygienist, hu- 
manist, theologian, and world traveller, was born out 
of wedlock in or near Rotterdam in October, 1466. His 
mother, the daughter of a physician, died of the plague 
when he was 13 years of age, and his father died shortly 
thereafter, leaving him and his brother, Peter, under the 
care of three guardians. Erasmus preferred a university 
training, but they sent him to an Augustinian monastery 
at Gouda and later to Deventer, where he studied with 
a famous scholar, Alexander Hegius. Erasmus is said to 
have had a wonderful memory and could recite all the 
works of Horace and Terence. He was ordained a priest 
at Steyn and later studied at the University of Paris, 
where he received his B.D. degree. While in Paris, he 
met an Englishman, Baron Mountjoy, afterward, tutor 
for Henry VIII, with whom he spent several months at 
Oxford. Later he returned to Paris for further study in 
Greek. He had already published a small book of poems, 
and in 1504, his “Annotations on the New Testament” 
was printed by his friend Badius. After another visit to 
England, further studies were carried on in Italy at Turin 
and Bologna. A new edition of his “Adagia” (“Familiar 
Quotations from the Classics”) was published, with 
Erasmus’ help, by the Venetian printer Aldus Manutius. 
He returned to England and taught Greek in Cambridge 
University from 1511 to 1514. He then went to Basel, 
Switzerland, in connection with the publication of some 
of his writings by the celebrated printer Johann Froben. 
This relationship lasted until Froben’s death. Erasmus 
did much of the writing and editing, and Froben did the 
printing, while the illustrations were done, for a while, 
by Holbein. This combination made Basel the center of 
the printing industry in Europe. 

In his time it was not safe to live outside a walled 
town or city. He dwelt in Basel on a street called Baum- 
lein Gasse (little tree street). Because of his arthritis, he 
had an open fireplace, but the wood was expensive. He 
was invited to the University of Leipzig and to the Uni- 
versity of Ingolstadt (later called Munich). Archduke 


Ferdinand offered him a pension if he would come to 
Vienna. He was made counsellor to Charles of Austria, 
later Charles V of Germany. He preferred Basel, which 
his friend, Beatus Rhenanus, termed the “queen of 
cities.” After Froben’s death, Beat Bild ? (Beatus Rhen- 
anus) assisted with the publishing. Bild received an M.A. 
at Paris. His library has survived almost intact, includ- 
ing a large number of Erasmus’ letters, and is now part 
of the town library at Schlettstadt. Bild came to Basel 
from Schlettstadt, and associated himself as corrector of 
press with Erasmus as editor. Froben’s son, Hieronymus, 
and Bonifazius Amerbach were the printers, Gerbell and 
Oecolampadius, correctors of proof, and Graf and Hol- 
bein provided the illustrations. The painter and etcher ° 
Albrecht Diirer also resided there for a time and made 
portraits of Erasmus. Sebastian Brant, who wrote one of 
the earliest and rarest books on syphilis, was also a citi- 


zen of Basel. 
.ERASMUS AS AUTHOR 


As Smith * remarks: “Erasmus represented better 
than any other one man the common spirit of the Renais- 
sance.” He spoke French, English, and Italian, but used 
Latin for writing and ordinary conversation. He trans- 
lated the New Testament into Greek and from that 
into Latin. Allen *” states: “It contributed more to the 
liberation of the human mind from the thraldom of the 
clergy of that day than all the uproar and rage of Luther’s 
pamphlets.” His book “In Praise of Folly,” is still being 
reprinted after 500 years. It pointed out the foibles and 
weaknesses of many professions—particularly the clergy, 
the law, and the medical profession. Thus he speaks of 
the medical profession of his day in commenting on 
naturalists, astrologers, and logicians: ‘While all these 
hard named fellows cannot make so great a figure as a 
single quack, and in this profession, those who have 
most confidence, although the least skill, shall be sure of 
the greatest custom; and indeed, this whole art as it is 
practised now is but one incorporated compound of craft 
and imposture.” Erasmus once wrote‘: “The Art of 
Medicine I have never learned.” Physicians used astrol- 
ogy and the supernatural; for example, syphilis was 
blamed on the conjunction of the planets. Lindeboom * 
tells us that Linacre, one of the founders of the College 
of Physicians, sent to Budaeus, the first Greek scholar 
of the age, a gold ring and 18 silver rings blessed by 
Henry VIII as a preservative against convulsions. In a 
letter * he describes with much sarcasm a consultation of 
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12 physicians concerning a very sick man. They all 
agreed that he would die; they all suggested an autopsy 
and then demanded their separate fees. Erasmus’ 
““Adagia” * went through some 60 editions in his lifetime 
and 75 more in the 17th century. Erasmus was especially 
noted for his correspondence. Almost all portraits show 
him at a desk with pen in one hand and his small cup 
of writing fluid in the other. He would write as many as 
40 letters a day, which covered all phases of the life of 
the period—methods of trade, the home, the town, the 
dangers from disease, violence, social pressure, educa- 
tion, and lack of education for women. He stressed the 
difficulties of travel, which was mostly by boat, horse- 
back, and more rarely by a two or four horse coach. He 
deplored uncleanliness and rat and bedbug infested inns, 
where two, three, or four travelers would be put in one 
bed. Moreover, roads were not safe because of robbers 
and knights who would rush out from their castles to 
“exact toll.” There were frequent flare-ups from the 
plague in the rat- and flea-infested inns, boats, and 
houses. Erasmus depicted such a place in “Stamm 
Room,” a crowded inn, with foul air and dirt. Frequent 
blasts of flatus could be heard, and, finally, when your 
host would allow you to sit down, beer, or some vile wine, 
and fish would be your meal—a well fried, possibly cold 
German carp. The guests remained seated until 10 
p. m., and then went to bed with two or three bedfellows. 


ERASMUS AS HYGIENIST AND PHYSICIAN 

While Erasmus was, himself, the product of an unwed 
mother and father, he did everything possible to correct 
this situation for others.* On the value of the proper 
marriage, he wrote “The Suitor and The Maiden” and 
“The Unhappy Wife,” on the intelligent education of the 
children, “The Lying in Woman,” and on venereal dis- 
ease, “The Young Man and The Girl” and “The Un- 
happy Marriage.” He emphasized sexual promiscuity 
and venereal disease. In “The Young Man and The 
Prostitute” he depicts the prostitute as an open cloaca, 
into which dirty, impure, diseased men come together. 
Erasmus, 500 years ago, advised all mothers to nurse 
their babies and not to have wet nurses. He was appalled 
at the spread of syphilis and emphasized the danger of 
a syphilitic man to a healthy wife. He stated that if he 
were the Pope, though the marriage had been bound 
with 600 marriage contracts, he would still render it 
void. He warned of the dangers of kissing, of using 
unsanitary drinking utensils, and of hiring unclean 
barbers. He said that guests in inns should demand 
clean, fresh linen and concluded that cleanliness was 
essential for health. One should not stay in an unventi- 
lated room, he should shave himself, and he should not 
use adulterated wines. Barbers should not try to be 
surgeons. 
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DISEASES OF ERASMUS 

While he was a young boy in Holland ° he had an at- 
tack of quartan malaria, which occurred occasionally 
for years. He suffered from renal and, later, vesical cal- 
culi, which troubled him the rest of his life. A Hungar- 
ian physician ° sent him an astrological pitcher, or china 
hot water bottle, in the shape of a lion. It relieved him 
but he could not understand ‘the significance of the lion. 
He had stomach upsets from time to time, especially 
when on a journey and when he was forced to eat fish. 
His remedy for the trouble was to stick his finger down 
his throat until it was “successful.” As he got older, he 
was troubled with gout and, at times, with dysentery. 
The last was probably a result of flies, lack of refrigera- 
tion, and general uncleanliness. Because of his “arthri- 
tis,” he preferred an open fireplace, and frequently 
moved to escape cholera or the plague—both of them 
being frequently observed. In August, 1514, he had at- 
tacks of spitting. Some physicians considered Erasmus 
as a hypochondriac and neurotic.’ Schenk * examined 
his letters and concluded that Erasmus was a man of an 
emotional, volatile nature, and that he was psychas- 
thenic. Erasmus undoubtedly deplored his origin, and 
went to the Pope to have it remedied. He could not stand 
contradiction, but was himself a man of contradiction.® 

In October, 1518, he recovered from a long sickness. 
He wrote to Beatus Rhenanus * concerning a trip from 
Basel to Louvain—partly by boat, partly by horseback, 
and partly by covered wagon. In an inn he ate codfish, 
which made him ill, and a skin eruption developed, with 
swelling of the nodes in the groins and with lesions under 
the left buttock. After two days’ riding it became worse 
and burned, and high up on the left groin a hard node 
appeared, but it produced no pain. Erasmus did not 
think he had the plague. The horseback ride irritated 
the kidneys, so that he could not walk, and cold air ag- 
gravated the pain. Then he hired a covered wagon with 
four horses. The abscess in the groin broke, and the pain 
was better. He had no stupor or emesis. One physician 
applied compresses, but a third swelling started after rose 
oil was rubbed over the kidneys. The physician then told 
a servant that the patient had the plague. Another phy- 
sician advised a urine examination, and suspected furun- 
cles. One other, in Louvain, told him he had a bad 
swelling in the nodes. Erasmus gave him a gold coin, 
and the physician left and sent his servant the next day. 
After 17 days, black dead flesh came from the boils— 
the one in the left groin being the last to heal. A swelling 
of the left breast then developed, but it receded gradu- 
ally. Feis * thinks Erasmus had the bubonic plague in a 
mild form. Essed '° wonders if it might have been fram- 
besia tropica, brought to Europe from the Far East by 
the Portugese. He recovered, as far as we know, and 
returned to Basel. Some think this was an unusual infec- 
tion with syphilis. Certainly, severe furunculosis or 
lymphogranuloma would have to be considered. 

Erasmus remained in Basel for the remainder of his 
life, except for a period of several years spent in Freiburg 
in Alsace at the height of the Reformation Movement. 
He preferred to remain neutral in this struggle. He was 
active in writing, editing, and letter writing, until his last 
illness, when he contracted dysentery, one of his old 
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complaints, along with uremia, and died, July 22, 1536, 
aged 70, in the home of Frobenius, son of Johann, the 
famous printer. In his last hours, Dutch, his mother 
tongue, came back to him as his last words. He died ? 
without attendance of the church. In his will, filed Feb. 
12, 1538, with the exception of some legacies to Amer- 
bach, his property was all given to the aged and infirm, 
to young girls, and to young men for their education. 
There were no legacies for masses or other clerical pur- 
poses. Erasmus was buried in the middle nave of the 
Basel Miinster, and the site was marked by a marble 
epitaph, placed Oct. 30, 1538, by his friends Bonifazius 
Amerbach, Hieronymus Froben, and Nikolaus Epicopus. 

In June, 1928, his burial site was opened, owing to 
the construction of a new system of central heating. 
After some difficulty in finding the skeleton, it was def- 
initely located in a deep site in the sand and gravel. 
Werthemann,'! now professor of pathology at the Uni- 
versity of Basel, was able to show, without any doubt, 
that the skull was that of Erasmus. 

In the Institute of Pathology of Basel exhaustive study 
was made of the entire skeleton, which was in a remark- 
able state of preservation after 500 years. The height 
was estimated at 173 cm. (5 ft. 8 in.); the skull was 
small, with a capacity of 1,255 cc. (brain capacity 1,200 
gm.). The average Caucasian and Chinese skull is 1,300 
gm. The left tibia and left ulna revealed some unusual 
changes. The left tibia was 5 mm. shorter than the right, 
and the left ulna was 8 mm. shorter than the right. Just 
below the middle of the shaft of the left tibia, on the 
anterior border, there was a hard, bony proliferation 
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9 cm. long. The same was true of the left ulna in the 
lower quarter, and it was of the same type. The bone in 
the affected area was thickened and porous. Studies of 
the decalcified bone from these areas showed on staining 
with hemalum, that the thickening was periosteal in type. 
The author, from his exahustive study, concluded that 
it could only be syphilis. Furthermore, in this type of 
syphilis the borderline between diseased and normal 
bones is sharp, and such was found to be the case here. 
Werthemann found no evidence of congenital syphilis. 
Erasmus’ teeth, especially the upper central incisors, 
were in a remarkable state of preservation. Werthe- 
mann’s diagnosis was osteitis and periostitis syphilitica 
acquisita. Werthemann thought of the possibility of 
Erasmus’ having contracted syphilis in his journey to 
Louvain. Moreover, Werthemann mentions the pan- 
demic type of syphilis seen in the latter part of the 
15th century and in all of the 16th century. It may 
have been an asymptomatic infection, which we now 
recognize as far from rare. But in Erasmus’ time 
there was an epidemiological picture much similar to 
that portrayed by Jessner '? and his colleague in Asiatic 
Russia in 1928. Is it possible that some of Erasmus’ ar- 
thritis was an old syphilitic osteoperiostitis? 
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Hulda E. Thelander, M.D. 


and 


Helen B. Weyrauch, M.D., San Francisco 


With the demand for more doctors and the obvious 
difficulty in expanding training facilities rapidly, a study 
of the effectiveness of women in medicine was deemed 
timely. The investigation was designed to determine to 
what extent women physicians utilized their training in 
their communities and within their profession. It was 
hoped also that the findings might prove of value for 
student counseling during college and premedical train- 
ing as well as during the undergraduate medical years. 

Very little attention has been given to determine how 
effectively any physician’s time is utilized after gradua- 
tion. There is therefore no available study of medical 
manpower with which to contrast these findings. In this 
limited undertaking the main comparison or the most 
obvious one that might prove of value was between the 
careers of the unmarried and those of the married 
women. This comparison is really not just. It might be 
more logical to compare unmarried women with male 
physicians. It should be self-evident that there are prob- 
lems with which the married professional woman has to 
deal that are outside the sphere of either the male or the 
unmarried professional woman. The married woman has 


two jobs, but the primary one should be the maintenance 
of a family unit and the rearing of the young. The woman 
is the integral part in homemaking. No matter how great 
recognition a professional married woman attains, she 
will not be considered a success if she has failed in her 
home. Does success necessarily mean a high rank in a 
university, in a hospital, or in medical societies? If a mar- 
ried woman physician can make a valuable contribution 
to health while rearing a family, may not this represent 
an equivalent accomplishment? 

The problems peculiar to the married professional 
woman should be viewed realistically. First, she does not 
select her location but follows her husband. Locating her- 
self is secondary to the establishment of her husband in — 
his career. She must create her opportunity in the en- 
vironment in which she finds herself, which may limit 


her as to the type of work available, the time that can be 


devoted to it, and the remuneration. In other words, she. 
does not have full choice in deciding what she is best 
fitted to do. 


This study was made under the auspices of the Dr. Wansa Fund of. 
Physicians’ 


the Women Club of San Francisco. 
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Second is the problem of children. The ultimate of any 
marriage is the production of offspring. The number of 
children in the group studied compared favorably with 
that in other educated groups, which would indicate that 
these women have a sense of responsibility in this regard. 
The bearing of the child and the nurturing of it through 


TABLE 1.—Medical Education and Certification of 
Women Physicians by Year of Graduation 


Decade of Graduation 


Medical Education, e 1940 or Before 
Training, Certification Total,% Later,% 1930-39,%  1930,% 
ese (230) 100 (89) 100 (61) 100 (80) 100 
Premedical education ......... 83 92 86 69 
Certification by specialty 


early infancy, however, takes energy, devotion, and time 
which must be subtracted from a career. 

Third is the problem of competent household help 
and the attendant expense. The woman physician—in 
fact, any working woman who is a housewife and mother 
—must of necessity have competent help. At present 
this cost cannot be deducted from the income tax. This 
undeductible expense virtually forces some women out 
of practice. 

Fourth, probably the most difficult problem is that of 
maintaining contact with the medical field during periods 
of home responsibility, or of refreshing one’s training 
after the homework has diminished. It is almost impos- 
sible for the married woman physician to get any appoint- 
ment to complete her training, to refresh herself after a 
period of inactivity, or to find part-time jobs when she 
cannot be fully employed. 

.The question logically arises: Can women physicians 
make any especial contribution to medicine because they 
are women? If they can, this would seem to be justifica- 
tion for both men and women to help these physicians 
surmount the difficulties encountered. 

Statistically, women constitute over half of the popu- 
lation. Can knowledge of their physical and emotional 
needs be enhanced by the interpretations of scientifically 
trained women who have also had personal experience? 
Much of the life of the female poses problems distinctly 


TaBLE 2.—Percentage of Women Physicians Single and Married 
According to Medical Education and Training and 
Certification by Specialty Boards 


* Training and Certification 


a Specialty 
Eduea- Intern- Resi- Certifiea- 
Status Total, % tion, % £ships,% dencies,% tion, % 
(74) 100 9 78 40 
Married... .ccese (156) 100 80 91 68 17 


different from those of the male. Thus from the age of 9 
to 13, when a boy can cheerfully not only mock the 
doctor’s rules but also Kinsey’s, the girl must learn to 
contend with menstruation, the hygiene of it, the limita- 
tion it imposes, and the hazards it bears. 

The young adult female experiences pregnancy; the 
anatomical, physiological, and psychological alterations 
accompanying it; delivery; and lactation. In addition, 
some will experience abortion, abnormal delivery, or 
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trauma to the organism. Others experience the distress of 
sterility or at times are blamed even for producing the 
undesired sex of the offspring. 

The full and extremely important period, when chil- 
dren are little and dependent, comes to an early end, 
and the middle-aged woman must adjust to the void left 
by the departure of her children, the consequent leisure 
with which she is not prepared to deal or to utilize prop- 
erly. She usually outlives her husband and in old age 
must make a final adjustment to another complete change 
in her way of life. These areas in a female’s life should 
be enriched by the contributions of women scientifically 
trained and personally experienced. Related intimately, 
also, to a woman’s world are community activities, such 
as health education, school health, recreation, delin- 
quency, social and economic pressures, and prejudices. 
All of these are more often the concern of women in the 
roles of wives and mothers than of men. In fact, all of 
medicine might gain materially from a feminine as well 
as a masculine point of view. 

The analysis of women physicians as to the compe- 
tency of their training, motivations to enter medicine, the 


TaBLE 3.—Teaching and Research Appointments Held by Single 
and Married Women Physicians According to 
Time of Graduation 


Decade of Graduation 


| 
1940 or 1930-1939, Before 
Total,% Later, % % 1930, % 
Single Women Physicians 
(74) 100 (22) 100 (21) 100 (31) 100 
Teaching appointments... 55. 54 38 63 
31 32 33 29 
Married Women Physicians 
(156) 100 (67) (40) (49) 100 
Teaching appointments... 42 31 60 43 
19 8 15 
All Wemen Physicians 
(230) 100 (89) 100 (61) 100 (80) 100 
Teaching appointments... 4 37 52 52 
sin 20 22 16 20 


use that has been made of the training, and the differ- 
ences that marriage has made is the subject of this paper. 
The complete study will be reported in the Journal of 
the American Medical Women’s Association, in order 
that any other group contemplating a study of medical 
manpower might have the benefit of our experience. 

The study was made under the directorship of Esch- 
scholtzia L. Lucia, Ph.D., a consultant in medical biom- 
etry, who was assisted by Helen C. Ferris, A.B. The 
group of women ‘physicians studied comprised those in 
the San Francisco Bay Area, including the counties of 
Alameda, Contra Costa, Marin, San Francisco, and San 
Mateo. Returns were completed from 230 of 394 sched- 
ules sent out. Thirty-two per cent of the responses (74) 
came from single women and 68% (156) from married. 
The training of these women is given in Tables 1 and 2. 

The general trend toward better premedical education 
and postgraduate training is obvious and reflects a gen- 
eral trend in all of medical training. By graduation 
decades, there is an increase in the percentage of women 
who received premedical education from 69% to 86% 
to 92%. The percentage increase in residencies is even 
more marked: 55% in 1930 versus 82% in 1940. Sim- 
ilar differences are seen with respect to certification of 
specialty board, for, even among the women physicians 
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who graduated in 1940 or later, 19% are or have pend- 
ing certification. Forty per cent of single women were 
certified. For the total group the figure was 25%. Even 
without over-all figures for comparison, the study would 
seem to indicate that women do seek and obtain good 
training. 

In addition to training, it would be desirable to de- 
termine the participation of women in teaching and 
research. 

Of the 74 single women, 41 (55%) are reported as 
having held teaching appointments, while, among the 
156 married women, 66 (42%) so reported. Twenty- 
threes or 31%, of the single women have held research 
appointments, and 23, or 15%, of the married have held 
such appointments. 

The single women’s scientific achievements exceed 
those of the married women. When classified according 
to graduation decades, in the original tables the percent- 
age of single women who held either teaching or re- 
search appointments were higher in every instance save 
one. Although none of the differences between the per- 


TABLE 4.—Medical and Scientific Achievements of Single and 
Married Women Physicians as Indicated on Questionnaire 


QUESTIONS 
1. Do you belong to medical and/or scientific societies? 
2. Have you been elected to honor societies? 
8. Have you actively participated in societies? 
4. Have you published medical and/or scientific papers? 
5. Have you held teaching appointments? 
6. Have you held research appointments? 


Single Married 

Women, Women, 
%o % 
(74) 100 (156) 100 
Total answering in affirmative............. (72) 97 (134) 86 
All questions answered in the negative.... 3 4 


centages of single and married women is statistically 
significant as judged by the limits imposed, the con- 
sistencies of results showing that single women in each 
graduation decade participated to a greater extent should 
give credence to the conclusion that they are more active 
in teaching and research than their married contem- 
poraries. The medical and scientific achievements of the 
single women reporting far exceed those of the married 
women. The difference in total achievement is statis- 
tically significant. 

In order to determine the use that is made in profes- 
sional services to the community, Table 5 indicates the 
division into specialties. 

Ninety-one per cent of the single women physicians 
practice medicine full time, as compared with 75% of 
the married women physicians. Thirteen per cent of the 
married women were engaged in part-time medical ac- 
tivities, while none of the single women were occupied 
solely in part-time medical activities. Many of the 67 
single women reporting full-time work in medical fields 
for which they were trained gave time to more than one 
medical activity, such as participation in institutional 
work, hospitals, and clinics in addition to their practice. 
Among the 118 married women reporting full-time medi- 


_ cal practice, there were some who were interested also 
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in additional medical activity, such as part-time work in 
hospitals, institutions, and clinics or other community 
activity. 

Forty-two per cent of the women physicians reported 
that they were engaged in full-time private practice of a 
specialty. Approximately one-third of the specialties were 


TABLE 5.—Types of Practice in Which Single and Married 
Women Were Engaged in 1949-1950 


Total, Single, Married, 
Type of Practice % % % 
(230) 100 (74) 100 (156) 100 
General practice ........... 15 15 16 
ts 42 52 38 
Institutions, hospitals, and 
13 ll 14 
3 5 1 
Public health .............. 7 8 6 
Not practicing ........ccccsceve 10 8 10 


in pediatrics; 13% were in psychiatry, medicine, and 
obstetrics and gynecology, respectively; 6% were anes- 
thetists; and 4% were radiologists. The remaining 19 
were engaged in the practice of 12 other specialties. This 
high percentage of women specializing may mean that 
there are better opportunities for women in the special- 
ties, that possibly there is less prejudice against them in 
some of the specialties, or that regular work in a specialty 
may be better suited to married life. 

In order to determine the effect of marriage on a 
career, a study of the time of marriage, the completion of 
training, and the time and number of children was made. 
The results are reported in Tables 6 and 7. 

The time of the first change of marital status for 154 
women who were married and reported is as follows: 
Nineteen (12% ) were married before entering medical 
school, 33 (21%) while attending medical school, 47 
(31%) during graduate training, and 55 (36% ) after 


_ beginning their careers in medical and health activity. 


TABLE 6.—Relation Between Time of First Marriage of 99 
Women and Time of Beginning a Family According to 
Periods in Medical Education and Career 


Time of Marriave 


After 


While 
Attend- During 
i Attain- 


Pre- D 
medical Medical ua ing 
School Training M.D. 


Time of First Child * Years Toial 
Premedical years......... 4 we 4 
Attending medical school 2 5 - “ 7 
During graduate training 4 7 10 - 21 
After attaining M.D...... 9 26 30 65 

10 21 36 30 97 + 


Including adopted children, 
$4" omen reporting children and who were married during their 
socniathend years did not give the time of adoption of their children. 


_ Of the 10 women who married during their premedical 


education, all had children before attaining the degree 
of M.D. Among the 21 women who married while at- 
tending medical school, 9 (43%) waited until after 
receiving their M.D. degrees before having children. 
Among the 36 women married during graduate training, 
26 (72%) waited until after receiving their degree. 
Approximately one-third of the first marriages occurred 
before completion of premedical and medical education, 
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one-third during graduate training, and one-third after 
the degree of M.D. was received. In comparison, two- 
thirds of the first children were born or adopted after 
their mothers had received the M.D. degree. 

Ninety-two women who had spent the time required 
to become licensed physicians also had families with 


TABLE 7.—Families Classified According to Number of Children 
and Birth Decade of Mother 


Decade of Birth of Mother 


No. of Children Women 1915-1924 1900-1914 1890-1899 Before 1890 


57 71 23 10 3 
40 10 17 9+ 4 
19 7 7 3 2 
ones 2 1 1 
156 53 28 18 


* Four families with no children of their own adopted a total of 
7 children. 

+ Six tamilies with children of their own adopted a total of 10 


children, either their own or adopted. Ninety per cent 
of the families of the 99 women were comprised of their 
own children, 4% of their families were adopted chil- 
dren only, and 6% of their families were both their own 
and adopted children. Ninety-five women physicians re- 
ported having borne 188 children, an average of approxi- 
mately two children for each woman. Seventy-nine 
(51%) reported that they had married physicians. The 
next highest group of husbands followed other profes- 
sional or technical occupations. 

Among the 74 women who had never married, only 
10 (14%) reported periods of inactivity in medicine 
and other health activities. The periods of inactivity were 
attributed to a number of reasons, such as ill health, care 
of children, psychoanalysis, study, and travel. Al! periods 
were of short duration except for one, which was over 
five years. On the other hand, among the women who 
married, there were 73 (46% ) who reported periods of 
inactivity. The reasons for the inactive periods for mar- 
ried women are given in Tables 8 and 9. 

It is estimated statistically that the total time lost in 
the practice of medicine of the married woman is equal to 
over 40 years of the practice by each of four medically 


TABLE 8.—Periods of Inactivity Among the Married Women 
Classified According to Types of Medical Work 


Type of Medical Less than Over 
Vork (1949-50) Total 1 Year 15 Years 45 Years 
General medicine ........ s 3 3 2 
Hospitals, clinies, 

9 4 4 1 
Publie health 2 2 
Professional work ....... 29 4 16 9 

73 27 29 17 


trained persons. The minimal approximation of time lost 
by the single women was computed by utilizing the same 
median and the minimum number of years as for the 
married women. This time lost is equal to one-half of a 


professional life of 40 years of one person. Ten women - 


were responsible for the loss of approximately 20 years. 

The analysis of motivations reveals that family tradi- 
tion still exerts considerable influence on the women who 
enter the profession. Forty-six per cent reported early 
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medical family contact. Practically all the women physi- 
cians reported that they had retained their interest in 
medicine whether or not they were actively engaged in 
it as a profession. 

The activities of these women in community projects 
indirectly related to the medical field, such as Red Cross 
and health committees, were not studied. It would be 
interesting to see whether the married woman physician 
has turned to these activities when she has been unable 
to find an outlet in the medical field. Even in such a 
capacity she might render very useful health services. 


CONCLUSIONS 

Even without the possibility of comparing this study 
with a similar one for all medical manpower, it is obvi- 
ous that the great majority of women work hard at being 
good physicians and, by the selected standards, succeed. 
It would be interesting to know the comparison with men 
on such matters as certification, participation in scien- 
tific activity, types of practice, and, particularly, time out 
from practice. The single women probably would com- 
pare favorably with the men. Such a study of medical 
manpower might be profitable at this time. 


TABLE 9.—Reasons Given for Periods of Inactivity Classified 
According to Type of Medical Work 


Home 
and 

Type of Medical Preg- Chil- Ill- 

Work (1949-50) Total nancies dren Travel ness Other None 
nt 25 13 5 3 2 2 
General medicine ..... s 4 2 2 
Hospitals, clinics, 

ee eee 9 3 2 2 2 
Publie health ......... 2 1 1 ue 
Part-time or no pro- 
fessional work ..... 29 18 5 ) 1 
73 39 13 3 11 5 2 


It would be highly desirable, in order to interpret 
health, male and female, more accurately, to have a 
higher percentage of women trained in medicine. In 
many of the European countries, where women’s place 
in medicine is accepted with greater realism, the per- 
centage reaches 20 to 25. 

Careful thought and study should go into the selec- 
tion, training, and timing of the training of women in 
order to reduce time lost to active health work. 

Inventory should be made of community health ac- 
tivities particularly suitable for women physicians during 
the interval when they must devote much time and 
energy to the rearing of children. There are many im- 
portant health jobs difficult to fill, because they are part- 
time or nonremunerative, for which married women rear- 
ing a family would be ideally suited. 

Women who have had to take time from medical 
activity to rear a family should be given the opportunity 
to return for refresher courses in medicine or residency 
training if desired. 

Since medicine is a demanding profession, careful 
counseling of girls contemplating premedical and medical 
courses is urgently needed. Counselors should be aware 
of the problems with which married women physicians 
are confronted, and they should have available the 
analysis of types of work suitable for the period of child- 
rearing in order to help girls p!an their training. 
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A change of attitude with more realism and under- 
standing of the married women physicians’ problems 
would materially decrease the period of inactivity or the 
abandonment of the work entirely by the medically 
trained woman. 

For all working women the problem of tax relief for 
household help should be given consideration and pro- 
motion by interested groups. 


3641 California St. (18). 


CLINICAL NOTES 


FATAL HEPATIC NECROSIS 
OCCURRING DURING THERAPY 
WITH PHETHENYLATE SODIUM 


REPORT OF TWO CASES 


William C. Butscher, M.D. 
and 


H. Stephen Gallager, M.D., Philadelphia 


Two cases of fatal hepatic damage in patients receiving 
phethenylate (“thiantoin”) sodium are reported, and the 
possible hepatotoxic effect of this drug is discussed. In 
both patients, a 44-year-old woman and a 6-year-old 
boy, there was no evidence of infectious disease when the 
acute hepatic failure developed. Both had been receiving 
phethenylate for about five months for the control of con- 
vulsive seizures, and, while homologous serum hepatitis 
cannot be excluded definitely, it appears that the phe- 
thenylate contributed to the development of the disease. 


REPORT OF CASES 


Case 1.—M. C., a 44-year-old white woman, was admitted 
to Germantown Hospital on May 25, 1950, complaining of jaun- 
dice. She had been taking phethenylate sodium, 0.2 gm. three 
times daily, for five months for control of petit mal seizures. 
Sixteen days before admission nausea and anorexia developed, 
and two days later vomiting occurred. On May 23 she first noted 
jaundice, dark urine, and clay-colored stools. At the time of ad- 
mission her temperature, pulse, and respiratory rate were normal. 
The liver was not palpable, and there was no abdominal tender- 
ness. The urine contained bilirubin, but no urobilinogen. The pro- 
thrombin time was 28.5 seconds (control time 16.8 seconds), and 
the alkaline phosphatase value was 10.2 Bodansky units. The 
reaction to a cephalin flocculation test was 4+ in 24 hours. The 
blood urea nitrogen level was 5 mg. per 100 ml., and the total 
plasma cholesterol level was 157 mg. per 100 ml., with 17 mg. 
per 100 ml. as esters. 

On the third day of hospitalization the patient had sudden 
massive hemoptysis. No local bleeding points were found in the 
nose or pharynx. Two days later she had become confused and 
somnolent and by the seventh day she was deeply comatose. She 
died on the eighth day of hospitalization. Terminally her tem- 
perature rose rapidly to 105 F. Permission for autopsy was not 
granted. 

Case 2.—G. H., a white boy aged 6 years, had had frequent 
convulsive seizures since birth. In June, 1950, after adequate 
neurologic study in a metropolitan medical center, the adminis- 
tration of 0.12 gm. of phethenylate sodium twice daily and 0.015 
gm. of phenobarbital three times daily was started. The attacks 
were controlled, and the child entered grade school in September, 
1950. About Nov. 14 the patient’s mother first noticed that he 


was listless, and within a few days jaundice, dark urine, and pale 


stools appeared. With the onset of these symptoms, phethenylate 
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was withdrawn and phenobarbital was reduced to two doses 
daily. On the advice of a physician, he was confined to bed at 
home and treated expectantly. The symptoms were progressive 
and on Dec. 3 he became excessively irritable. The follow- 
ing day the mother, recognizing what she believed to be the 
prodromata of a convulsive seizure, administered secobarbital 
(seconal®) sodium, 0.05 gm., by mouth. The child shortly fell 
into a deep coma from which he could not be aroused. He was 
admitted to Germantown Hospital on the following day. 

On admission, he lay in a flaccid state, deeply comatose and 
deeply jaundiced. Some tiny fresh lacerations were noted at the 
edges of the tongue. The liver was not palpable. The pulse and 
respiratory rate were rapid, and the temperature was 99 F. The 
serum bilirubin level was 19.8 mg. per 100 ml., the icterus index 
108. The serum protein value was 4.7 mg. per 100 ml., and 
the reaction to a cephalin flocculation test was 44+- in 24 hours. 
The spinal fluid was chemically and morphologically normal. 

Respiratory difficulty appeared and increased during the night. 
The day following admission, inspiratory sternal retraction and 
crowing respirations were prominent. Neither intravenous ad- 
ministration of calcium gluconate nor tracheotomy resulted in 
improvement and the patient died 15 hours after admission. 

At autopsy, the liver was found to be soft and friable, with 
a mottled yellow and pink surface. It weighed 430 gm. A large 
cavity, presumably the result of a resolved hematoma incident 
to birth trauma, replaced the anterolateral two-thirds of the left 
cerebral hemisphere. Except for scattered areas of atelectasis in 
both lungs, the remaining viscera were normal. Sections of the 
liver showed massive diffuse necrosis of parenchymal cells and 
replacement by reticulum and young fibrous tissue. There was 
only a sparse scattering of inflammatory cells. No hepatic re- 
generation was evident, nor was there significant proliferation of 
bile capillaries. In general, on microscopic examination the liver 
resembled histologically a liver with acute fulminating hepatitis 
of virus origin. 

COMMENT 

Phethenylate sodium is chemically sodium 5-phenyl- 
5(2-thienyl) hydantoinate, and thus is structurally re- 
lated io both diphenylhydantoin (dilantin®) sodium and 
mesantoin® (3-methyl-5,5-ethylphenylhydantoin). He- 
patic damage owing to both of these agents has been re- 
ported,’ and it is not unreasonable to assume that a related 
substance has similar toxicity. Few reports of reactions 
to phethenylate ° have been published and they are con- 
cerned largely with effects on the skin and the hemato- 
poietic system. These reports indicate at least that phe- 
thenylate is not entirely innocuous. While the two cases 
reported here cannot be regarded as conclusive evidence 
that phethenylate is a hepatotoxic material, several fac- 
tors suggest this possibility. 

Certain similarities in the clinical evolution of the two 
cases are striking. Both patients had received the drug for 
about five months; acute hepatic insufficiency developed 
in both without evidence of systemic infectious disease. 
Neither had an elevated temperature until the last few 
days of life. From a more negative standpoint, it must 
be noted that the two cases criginated in separate local- 
ities at different times. Infectious hepatitis was not un- 
usually prevalent in the vicinity at the time either case 
occurred. 


From the Departments of Pediatrics and Pathology, Germantown Dis- 
pensary and Hospital. 
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On thé other hand, the possibility of needle-borne hepa- 
titis cannot be excluded. Both the patients had had in- 
tensive diagnostic studies, five months and six months, 
respectively, before the onset of the symptoms, and at 
that time undoubtedly had been subjected to venipunc- 
ture. In Case 2 phenobarbital was given concomitantly, 
and while it is authoritatively stated that “hepatic func- 
tion is unimpaired by therapeutic doses of barbiturates,” * 
such reactions apparently may occur occasionally in sen- 
sitive persons.* Case 2 illustrates also the danger of ad- 
ministering barbiturates in the presence of severe liver 
damage. There seems to be no doubt that in this instance 
the immediate cause of death was barbiturate intoxica- 


tion, resulting from the inability of the damaged liver to . 


destroy secobarbital. 

It would be decidedly unfair, on the basis of the evi- 
dence presented, to condemn as dangerous an otherwise 
valuable therapeutic agent. Such reactions as have been 
described seem to occur in especially predisposed per- 
sons, and it is probably feasible to use phethenylate with 
impunity in the average person, even on a long-term 
basis. Further study is obviously necessary to determine 
whether phethenylate is a hepatotoxic agent. It is hoped 
that this report will stimulate investigation to that end. 


SUMMARY 

Two fatal cases of hepatic failure in patients receiving 
phethenylate (“thiantoin” ) sodium therapy are reported. 
Indirect evidence indicates an etiologic relationship be- 
tween disease and the drug, although homologous serum 
hepatitis cannot definitely be excluded: The need for in- 
tensive study of the problem is recognized and investi- 
gation urged. 

East Wister St. (Dr. Gallager). 
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ACUTE HEPATIC NECROSIS WITH DEATH 
OCCURRING DURING PHETHENYLATE 
SODIUM THERAPY 


REPORT OF TWO CASES 


Charles V. Pryles, M.D. 
Jack M. Burnett, M.D. 
and 


Samuel Livingston, M.D., Baltimore 


Phethenylate (“thiantoin” ) sodium or “thyphenytoin” 
(5-phenyl-5-[2-thienyl] hydantoinate ) was first prepared 
in 1941. The initial clinical results, however, were not 
published until 1948, when Peterman’ reported on a 
series of 73 children with convulsions who were treated 
with the drug for two years. His results indicated that 
phethenylate was effective in controlling both grand mal 


The microphotographs shown were made by Miss Joan Wheaton. 

The clinical and necropsy material concerning the patient in Case 2 was 
supplied by Drs. Philip F. Lerner and John A. Wagner. 

From the Departments of Pediatrics and Pathology, Johns Hopkins 
University Medical School, and the Epilepsy Clinic, Johns Hopkins 
Hospital. 
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and petit mal seizures. The toxic side-reactions were 
relatively insignificant and consisted of hyperplasia of the 
gums, ataxia and incoordination, and rash. In 1950 
Carter and Merritt * reported that phethenylate sodium 
was ineffective in treatment of petit mal seizures. 

We have treated 153 patients with phethenylate over 
a period of three years. We observed that the drug was 
somewhat effective in the control of grand mal seizures, 
but was not appreciably beneficial in treatment of 
petit mal and psychomotor seizures. In addition to the 
untoward reactions reported by Peterman, jaundice has 
been noted by us in three patients and has also been re- 
ported by others.* Two of our patients died of fulminating 
hepatitis while taking this drug. The purpose of this paper 
is to report the clinical and pathological findings in these 
two cases. 

REPORT OF CASES 


Case 1.—E. T., a 39-year-old white man, was admitted to the 
Johns Hopkins Hospital on Feb. 27, 1950, with a chief complaint 


of convulsions of 25 years’ duration. At the age of 14 the patient 


had his first generalized convulsion, and he continued to have 
similar convulsions on the average of once every three months 
up to the time he was first seen by us. He had been treated with 
phenobarbital and diphenylhydantoin (dilantin®) sodium without 
benefit. The history revealed that the patient had had an explor- 
atory craniotomy in 1928 at another hospital. There was no 
family history of epilepsy or allied disorders. 

Physical examination revealed a tall, thin, white man in no 
acute distress. The temperature, pulse rate, respiration rate, and 
blood pressure were normal. There were multiple traumatic scars 
over the face, trunk, and extremities and a large, irregular defect 
of the vertex of the skull about 12 cm. in diameter. The dura 
could be felt easily and was thought to be thickened and possibly 
partially calcified. The neurological examination disclosed no 
abnormalities. 

A roentgenogram of the skull revealed a very large operative 
defect extending from the right side of the skull about 4 cm. 
above the level of the sella turcica, across the midline, and about 
3.5 cm. into the left parietal region. The right lateral two-fifths 
of the defect was covered by a bone flap; the central portion of 
the defect showed no bone flap or other covering. An electroen- 
cephalogram showed moderately abnormal waves, slow and fast 
for age, with spike and wave seizure bursts produced by over- 
ventilation. Results of serologic tests for syphilis were negative. 
The blood and urine were normal. The patient was discharged on 
the fourth day of hospitalization, with instructions to continue 
phenobarbital as before (0.1 gm. three times daily) and to take 
phethenylate sodium 0.13 gm., three time daily. 

During the following six months the patient continued to have 
seizures as before, in spite of increasing the dose of phethenylate 
sodium to 0.26 gm. three times daily. He also complained of ir- 
ritability and of not feeling “quite up to par.” He was seen by 
one of us (S. L.) on Aug. 14, 1950; at this time he was very tired 
and somewhat drowsy, but examination revealed no abnormality. 
He was advised to continue therapy. The next day he felt ex- 
hausted and complained of back pains and a pressing feeling over 
the upper abdomen; he tended to sleep most of the time. The fol- 
lowing day, Aug. 16, his sister, a registered nurse, noted a yel- 
low tint in his scleras. In the following three days he became 
increasingly jaundiced and drgwsy. The temperature was sub- 
normal and he sweated profusely. Bowel movements were clay- 
colored and the urine very dark. He complained of nausea once. 
There had been no constipation, diarrhea, or vomiting. On 
Aug. 19 he became delirious and was brought to the hospital for 
admission. 

Physical examination revealed a temperature of 99 F, a pulse 
rate of 120, and blood pressure of 135/50 in both arms. He was 
a lean, muscular, markedly jaundiced, mildly delirious, white 
man with fetor hepaticus. There were rhythmic tremors around 
the mouth and an occasional coarse tremor involving the entire 
right arm. Scattered musical rales were heard at the basés of both 
lungs. Examination of the abdomen revealed no abnormality. 
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Neurological examination showed all deep tendon reflexes to be 
hyperactive, with transient suprapatellar and ankle clonus bi- 
laterally. 

The clinical impression was that the patient had acute yellow 
atrophy of the liver owing to an unknown toxic agent or infec- 
tious hepatitis. He was treated symptomatically, but rapidly be- 
came moribund, never regaining consciousness. He died three 
days after admission. 


At autopsy (performed by Dr. Albert Shackman) the body 
weighed 67.5 kg. The scleras were icteric and the conjunctivas 
appeared edematous. The mouth contained dried blood. The left 
thigh measured from 2 to 3 cm. larger in circumference than the 
right at the same level. A 12 cm. oval defect was observed in the 
calvarium at the site of the previous operation. In addition, there 
were several other healed scars on the abdomen and extremities. 


The abdomen contained about 1 liter of icteric fluid. Each 
pleural cavity and the pericardium contained 100 cc. of similar 
fluid. Grossly, the heart appeared normal (weight 340 gm.) except 
for the icteric color of the valves. There were numerous sub- 
pleural petechiae of the lungs. The upper lobe of the right lung 
appeared consolidated, and to a lesser extent, the lower lobe. The 
tracheal and bronchial mucosa was red. The liver appeared small 
(1,150 gm.) and pale, with a wrinkled capsule. The cut section 
was also pale and its lobular structure was obscured. The hepatic 
blood vessels appeared unusually crowded together, suggesting 
over-all structural collapse. The spleen was somewhat large (250 
gm.), and its cut section was very soft. The Malpighian bodies 


Fig. 1 (Case 1).—High-power view of the liver. Note the variation in the 
degree of liver necrosis and bile duct proliferation from field to field. 


were quite prominent. The stomach, jejunum, and ileum con- 
tained changed blood in the lumina, and scattered submucosal 
hemorrhages were noted throughout the gastrointestinal tract. 
Grossly, the remainder of the abdominal viscera appeared nor- 
mal. No thrombi were observed in the femoral veins. The dura 
beneath the skull defect was thickened, with a suggestion of 
gliosis of the underlying cortex. 

On microscopic examination, the liver showed widespread 
necrosis with collapse of its architecture (Fig. 1 and 2). Scat- 
tered small islands of living liver cells were present in all sec- 
tions. There was considerable bile duct proliferation, and an 
azocarmine stain did not reveal the presence of significant con- 
nective tissue. There was some hemorrhage into the collapsed 
framework. 

As expected from the gross observation, there was a confluent 
lobular pneumonia of the right lung resulting from aspiration 
of gastric contents. The dura mater beneath the cranial defect 
was thickened and scarred and showed a foreign body reaction. 
The piarachnoid was scarred, and the underlying right cerebral 
cortex showed focal gliosis with some perivascular hemorrhages. 

Case 2.—P. W., a 15-year-old white girl, was admitted on 
Aug. 26, 1950, to the Lutheran Hospital of Maryland. She had 
anorexia, nausea, and vomiting of 10 days’ duration, jaundice 
of 7 days’ duration, and apathy and confusion of several hours’ 
duration. For the past two years the patient had been treated for 
idiopathic grand mal epilepsy with phenobarbital and diphenyl- 
hydantoin sodium. In June, 1950, phethenylate sodium was grad- 
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ually substituted for the diphenylhydantoin, so that by the fol- 
lowing month she was receiving 0.13 gm. of phethenylate sodium 
four times daily with the phenobarbital. 

Approximately 12 days prior to admission to the hospital she 
began to complain of anorexia, nausea, and vomiting. Jaundice 
was present the following day. No elevation of temperature was 
noted. She became acutely ill 10 days later and was admitted to 
the hospital in a semistuporous state. Physical examination re- 
vealed normal temperature, pulse, and respiratory rate. The 
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Fig. 2 (Case 1).—Another high-power view of the liver. 


blood pressure was 155/95 in both arms. She was an uncoopera- 
tive, confused, restless, and apathetic white girl, with a moderate 
degree ot jaundice of the skin and scleras. The liver was tender 
and slightly enlarged, the lower border being palpable 2 cm. 
below the right costal margin. 

Urinalysis revealed a trace of albumin and sugar, with 5 to 10 
leukocytes per high-power field; the urine contained bile. The 
blood contained 12,800 leukocytes per cubic millimeter, with a 
normal differential count. An electroencephalogram showed an 
abnormal wave pattern compatible with grand mal epilepsy. 

The patient’s condition progressed rapidly, with stupor devel- 
oping shortly after admission to the hospital. The next day she 
became comatose and began having very frequent short convul- 
sions. Respiration soon became labored, and she developed slight 


Fig. 3 (Case 2).—High-power view of the liver. All areas were similar 
to the one shown in the photomicrograph. 


cyanosis of the nail beds. The convulsions ceased several hours 
later and respiration improved, but a pronounced elevation in 
temperature was noted at this time. Symptomatic treatment had 
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been instituted immediately after admission, but the patient 
did not respond. Death occurred on Aug. 28, 1950, about 30 
hours after admission. The clinical impression was that the 
patient had acute yellow atrophy of the liver secondary to 
phethenylate sodium therapy, or acute fulminating infectious 
hepatitis. 

At autopsy (performed by Dr. James L. Gray) the body was 
171 cm. in length and weighed about 53.5 kg. There was marked 
icterus of the skin and scleras. No edema was observed. When 
the body cavities were opened, no free fluid was noted. The liver 
weighed approximately 900 gm. and appeared soft. Its surface 
was smooth and dull yellowish-red in color. On section, its cut 
- surface was yellowish-brown, with pinpoint red areas scattered 
throughout. The architecture was obscured. The spleen weighed 
150 gm. and the heart 240 gm., but no significant gross lesions 
were noted in these organs. The lungs contained a small amount 
of fluid. On gross examination of the remainder of the viscera 
all the organs appeared to be normal, although there were signs 
of icterus. 


Microscopically, few living liver cells could be found. There 
was hemorrhage into the collapsed framework. Numerous round 
cells and a moderate number of polymorphonuclear neutrophils 
were scattered diffusely through the sections. Minimal bile duct 
proliferation was present. Distributed throughout the collapsed 
tissue were phagocytic cells filled with finely divided brown pig- 
ment (Fig. 3). The lungs showed aspiration of gastric contents 
with edema, intra-alveolar hemorrhage, and a purulent exudate 
in the bronchi and bronchioles. Other sections of lung showed 
widely dilated cell-free alveoli. The kidneys and other viscera 
showed no pertinent microscopic lesions. . 


COMMENT 

Phethenylate sodium has been shown to be an effective 
anticonvulsant in the treatment of epilepsy. There is, 
however, some disagreement as to its value in treatment 
of petit mal. In our experience the drug has proved more 
effective in the control of grand mal seizures. For the 
most part toxic manifestations have been mild. We have 
seen three patients with jaundice. In one of these cases 
jaundice appeared some three to four weeks after ad- 
ministration of the drug was started, but gradually disap- 
peared over a period of three weeks following discon- 
tinuance of the drug. In the two cases reported here the 
jaundice did not appear until after the patients had taken 
phethenylate for approximately 6 and 24 months, re- 
spectively. Both patients died of acute hepatic insuffi- 
ciency resulting from massive necrosis of the liver. Un- 
fortunately this type of liver change occurs in cases of 
liver damage due to known noxious chemical agents and 
in cases of virus hepatitis. In neither case was there any 
known exposure to the virus of infectious hepatitis or a 
history of injections that might have been the means of 
infection with homologous serum jaundice. Therefore, 
while the virus of homologous serum jaundice cannot be 
conclusively eliminated as the etiological factor, the phe- 
thenylate sodium that both patients had received for 
treatment of epilepsy remains as a suspicious common 
factor in these two cases. 


SUMMARY 

A brief statement regarding our experience in the use 
of phethenylate (“thiantoin”) sodium is presented. The 
clinical and pathological findings in two patients who 
died of acute hepatic insufficiency while taking the drug 
are given in detail. 
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FALSE POSITIVE REACTION TO THE 
PIPEROXAN HYDROCHLORIDE TEST 
FOR PHEOCHROMOCYTOMA 


Alfred Soffer, M.D., Rochester, N. Y. 


The classical clinical picture of intermittent episodes 
of hypertension produced by pheochromocytoma is well 
documented.' It is now established that these tumors are 
more often associated with sustained hypertension and 
that this clinical state may simulate that of essential or 
malignant hypertension.’ In the latter cases piperoxan 
(benodaine*) hydrochloride as utilized in the test intro- 
duced by Goldenberg, Snyder, and Aranow in 1947, has 
proved to be of continuous diagnostic value.* Goldenberg 
and Aranow stated in 1950 that in the several thousand 
tests performed in this country and in Great Britain no 
proved false positive results have been reported.‘ They 
question the diagnosis of renal hypertension in a case pre- 
sented by Taliaferro, Adams, and Haag.° Palmer and 
Loofbourow have stated, “We know of two cases misdiag- 
nosed, i. e., false positives.” ° More recently (1951) 
Shapiro and his associates reported the specificity of this 
test as evidenced by their failure to elicit a typical de- 
pressor response in a control series of 30 hypertensive 
patients.’ 

This is a report of a false positive reaction to the piper- 
oxan test, confirmed by autopsy. 


REPORT OF A CASE 


Mrs. A. B., a 57-year-old white housewife, entered the out- 
patient department of the Genesee Hospital on March 25, 1949, 
with the chief complaint of weakness and dizziness. She stated 
that she had been well and working until May, 1948, at which 
time she suffered sudden numbness of the left arm and the left 
leg. There was no paralysis, and after two months of bed rest 
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there was some return of strength. In the following months she 
experienced occasional headaches, lightheadedness with change 
in position, and almost constant fatigue. 

The past history included asthmatic attacks relieved by 
aminophylline and epinephrine and an episode of hives. Neither 
of these had occurred recently. More recently the patient had 
noted “spots before the eyes” and increased difficulty in hearing. 
The family history was not contributery. 

The physical examination revealed a somewhat obese but 
well-developed woman, who seemed to be somewhat confused. 
Answers to question were delayed, perhaps because of difficulty 
in hearing. 

The lungs were clear to percussion and auscultation, but per- 
cussion of the heart revealed the apex to be nearly at the left 
anterior axillary line. A soft apical systolic murmur was present. 
Results of the neurological examination were not remarkable. 
The blood pressure was 200/130. The patient stated that her 
blood pressure in the previous year had ranged from extremes 
of 150/110 to 240/140. The patient’s weight at this time was 
162% Ib. (73.8 kg.). 

The laboratory studies revealed normal hemoglobin, white 
blood cell, and red blood cell values. The urine contained 
albumin (2+-); this was found on repeated analyses during the 
following year. The blood urea nitrogen was 17 mg., and the 
blood sugar 92 mg. per 100 ml. The Wassermann reaction was 
negative. The chest roentgenogram revealed cardiac enlarge- 
ment, the transverse diameter of the heart measuring 15 cm. 
The contour was of an “aortic” type and the descending aorta 
was wide-swinging. The electrocardiogram indicated left ven- 
tricular hypertrophy and strain. The ballistocardiogram showed 
a markedly abnormal pattern; the irregular, indefinite complexes 
were of low amplitude. Breath holding revealed more definite 
complexes. 

The patient was seen as an outpatient at least every month 
during the next year and a half. During this time the blood 
pressure ranged between 280/160 and 190/115. With encourage- 
ment the patient was able to lose 33 Ib. (15 kg.). Veratrum 
viride medication was tried for a period of two months, and the 
dosage was increased gradually to 60 Craw units divided into 
two daily doses. This was stopped on Sept. 30, 1949, because 
of side-effects ard because no lasting objective or subjective 
improvement was achieved. A urea clearance test showed 35% 
of maximum clearance at the end of two hours; the blood urea 
nitrogen at this time was 28 mg. per 100 ml. The pulse rate 
during this period of observation ranged between 65 and 78. 
Various observers noted hemorrhages and exudates in the 
retinal fundi, but these were described as old. Traces of sugar 
in the urine were found occasionally. Fatigue, dizziness, and 
weakness persisted and grew worse. 

On Sept. 13, 1950, the patient was admitted briefly to the 
hospital because of an episode of lethargy and drowsiness associ- 
ated with headache and weakness. The clinical diagnosis on this 
occasion, as on the next admission, was hypertensive arterio- 
sclerotic encephalopathy and hypertensive cardiovascular dis- 
ease with probable renal involvement. The blood pressure was 
290/145, the fasting blood sugar level was 102 mg. per 100 ml., 
and the nonprotein nitrogen level was 66 mg. per 100 ml. The 
patient improved somewhat, and it was decided to send her to 
a nursing home. 

At the time of the final hospital admission on Nov. 17, 1950, 
the patient was vomiting and somewhat unaware of her sur- 
roundings. At this time the blood urea nitrogen level was 56 
mg., and the serum uric acid 10.5 mg. per 100 ml. The serum 
carbon dioxide combining power, sodium, chloride, and creati- 
nine determinations were within normal limits. On November 
19 the patient fell out of bed but suffered no damage other than 
a bruised hip. At the time of this episode the blood pressure was 
recorded as 300/200. By November 24 the blood urea nitrogen 
had risen to 82 mg. per 100 ml.; clinically the patient was con- 
sidered to be confused. Barbiturates were not administered 
during the final hospital stay; 30 cc. of milk of magnesia 
November 26 was the only medication given. On November 27 
the patient became stuporous. Funduscopic examination re- 
vealed marked arteriolar constriction and blurring of both disk 
margins. On this day a lumbar puncture was done and an 
opening pressure of 300 mm. was recorded. Clear spinal fluid 
was collected; it contained no cells, but the spinal fluid protein 
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was 90 mg. per 100 ml. On the same afternoon a piperoxan 
test was performed. Because of the stuporous condition, an 
intravenous infusion to serve as an introductory venous puncture 
was, of course, not needed. Preliminary determinations of the 
blood pressure were recorded every minute for 15 minutes; 16 
mg. of piperoxan hydrochloride was injected intravenously at 
3:45 p. m. during a one to two-minute interval. The results are 
recorded in Figure 1. The nurses’ notes include a blood pressure 
determination of 220/150 made an hour later. Approximately 6 
to 10 hours later the blood pressure was unobtainable and the 
patient was semicomatose; left facial weakness was present, and 
all the extremities were flaccid. The pulse was rapid but readily 
palpable. Cheyne-Stokes respirations began that afternoon, dia- 
phoresis was marked, and frequent suction was required to keep 
the oropharynx free of thick and abundant mucus. The urinary 
output on November 26 was 650 cc., on November 27 675 cc., 
and on November 28 only 375 cc. Subcutaneous and intra- 
venous infusions of 5% dextrose in water were used to main- 
tain an adequate fluid intake. An electrocardiogram taken on 
the afternoon of November 29 indicated increasing myocardial 
ischemia and evidence of epicardia: injury in the high lateral 
leads (Fig. 2). The patient died a few hours later, at 7:30 p. m. 


NECROPSY REPORT 
Gross Findings.—Heart: The heart weighed 550 gm. The myo- 
cardium was brownish red and firm. Several small areas of scar- 
ring were present, but there was no evidence of confluent infarc- 
tion. The chambers were all increased in size, especially the lefi 
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Fig. 1.—Blood pressure changes following the administration of 0.16 
mg. of piperoxan hydrochloride. 


auricle and left ventricle. The left ventricular wall was 2 cm. 
thick and the right ventricular wall 0.6 cm. The coronary vessels 
were of fairly good caliber, but exploration showed scattered, 
small yellowish plaques on the endothelial lining. 

Adrenals: The adrenals were normal in size and rather soft. 
On cut section the three zones were readily demonstrable in 
their normal relationship. 

Kidneys: The left kidney weighed 80 gm., the right 70 gm. 
They were purplish gray, but after the capsules were stripped 
the surfaces were seen to be reddish brown and rough. The 
cortex of each kidney was yellow and 0.3 cm. thick; the usual 
stziations ‘were not seen. Glomeruli could not be identified. The 
pyramids wefe reduced in size. The calyces and pelves were 
approximately normal in size, and the mucosa of the pelvis was 
whitish and smooth. 

Lungs: On cut section the parenchyma of the upper portions 
of both lungs were grayish pink and had a fluffy consistency. No 
increase in wetness was noted. The lower lobes were similar 
except for scattered portions, which were very red and slightly 
wet. . 

Brain: In the lateral and basilar area of the right temporal 
lobe at the level of the optic chiasm there was a spherical 6 mm. 
reddish black area of recent hemorrhage. In the putamen and 
internal capsule on the right, just posterior to the area described 
above, there were a few streaks of depressed, translucent, old 
encephalomalacia. 

Histological Studies —Heart: Edematous, hypertrophied car- 
diac muscle in branching bundles was noted. Polymorphonuclear 
leukocytes were present between some of the muscle bundles. 
Scattered small areas of scarring were present in the myocar- 
dium. The endocardium was smooth. 
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Adrenals: Sections showed a normal capsule, epithelial cells 
arranged in three zones, and, in the medulla, some chromaffin 
cells containing minute granules. In some areas partial autolysis 
of the epithelial cells was noted. Marked sclerosis of the cap- 
sular arterioles was seen. 

Kidneys: Sections showed pronounced sclerosis of the small 
arteries and arterioles (Fig. 3). There was fibrosis of many of 
the glomeruli, and numerous segments of tubular epithelium 
showed atrophy. Moderate numbers of lymphocytes infiltrated 
the atrophied parenchyma. The remaining tubules were dilated 
and generally filled with pink granular casts. A few hemorrhages 
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Fig. 2.—Comparison of The tracing taken shortly 
before the patient died (Nov. 29, 1950) shows evidence in the high lateral 
leads of acute epicardial injury when contrasted with an earlier electro- 
cardiogram, taken on March 29, 1949. 


were present in the pyramidal tissue. Moderate numbers of 
lymphocytes were seen beneath the calyces. 

Lungs: Sections showed smooth pleura. Areas of emphysema 
and atelectasis were noted. The alveolar walls were edematous 
in varying degrees and the alveolar capillaries congested. There 
were scattered areas in which there were decided edema and 
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congestion of the alveolar walls and many polymorphonuclear 
cells, round cells, fibrin, and red blood cells in the alveoli. Some 
alveoli contained fat vacuoles. Many polymorphonuclear cells 
and fibrin were seen in the bronchioles. 

Brain: The sections showed some focal hemorrhages and 
areas in which there was slight necrosis of tissue, fibroblasts, and 
macrophages. 


Final Pathological Diagnoses —(1) Chronic pyelonephritis 
and marked arteriolar nephrosclerosis; (2) generalized arterio- 
sclerosis and arteriolar sclerosis; (3) cardiac hypertrophy and 
dilatation; (4) bronchopneumonia and lipoid pneumonia; (5) 
cerebral edema; (6) focal cerebral hemorrhages and old en- 
cephalomalacia. 


COMMENT 
The magnitude of the immediate blood pressure drop 
following the administration of piperoxan (benodaine® ) 
hydrochloride and the slope of the recovery curve char- 
acterizes this as a definitely positive reaction. The dosage 


Fig. 3.—Photomicrograph of kidney, demonstrating arterial and arterio- 
lar nephrosclerosis. 


used has been well standardized, i. e., approximately 
0.25 mg. per kilogram of body weight or 10 mg. per 
square meter of body surface. Sedatives were not ad- 
ministered to this patient, and a barbiturate-piperoxan 
interreaction (which may be demonstrated experimen- 
tally **) could not therefore have been present. The au- 
topsy revealed the absence of a chromaffinoma of the 
adrenal glands or in the other sites* in which such 
tumors may occur. (Theoretically a tiny portion of ac- 
tively secreting chromaffinoma tissue present in an aber- 
rant location could be missed by the most careful pathol- 
ogist.*) The extent of the renal involvement indicates that 
it is unlikely that the markedly shrunken kidneys were 
secondary to hypertension produced by a pheochromo- 
cytoma.’* In view of these considerations this piperoxan 
test must be said to have produced a false positive result. 
The unusual circumstances under which this test was 
performed should be noted, including the semistuporous 
condition of the patient and the uremic blood urea nitro- 
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gen level. (It may be added that the value of performing 
this diagnostic procedure on a patient so critically ill 
must be questioned. ) 

An observer cannot with certainty attach a cause-and- 
effect relationship between the transient blood pressure 
response to piperoxan and the appearance of shock a few 
hours later, which persisted until death. The appearance 
at any time of an acute cerebral or cardiac episode or a 
rapidly progressive downhill course was entirely consist- 
ent with the patient’s critical condition. However, the dra- 
matic change in the patient’s clinical status following the 
temporary but pronounced blood pressure drop a few 
hours earlier should warrant consideration. Investigators 
have noted the drastic effects that sudden blood pressure 
changes can produce in patients or experimental sub- 
jects with lowered circulatory reserves.'° Guarneri and 
Evans noted that the transient blood pressure drop pro- 
duced by the administration of methacholine (mecholy]® ) 
to hypertensive patients precipitated a convulsion in one 
case and substernal pain in another.'! The blood pressure 
level may be “normal,” but in a hypertensive patient such 
a blood pressure level may indicate the presence of shock. 
The dangers of a sudden drop to such blood pressure 
levels in the older age groups are emphasized by Corday 
and collaborators.'* In opposition to the view that the 
patient’s terminal relapse may have been related to the 
piperoxan test is the pertinent fact that the blood pres- 
sure returned almost to the resting level after a few 
minutes and remained so for a latent period of a few 
hours before terminal shock appeared. Wilkins and col- 
laborators state that 8% of the patients in a series of 75 
hypertensive patients responded to the piperoxan test 
with alarmingly severe reactions, primarily pressor in 
nature,'* but Goldenberg and Aranow report in the same 
month (July, 1950) that in a large number of piperoxan 
tests (several thousand ) there have been few toxic effects 
and no instances of persistent damage.* 


CONCLUSION 

A case of a false positive reaction to the piperoxan test 
for pheochromocytoma is described, and the autopsy 
findings are reported. The effects of sudden blood pres- 
sure changes in patients with lowered circulatory reserves 
are reviewed, and the possible relationship of these phe- 
nomena to this case is discussed. It is concluded that it 
does not seem probable that the transient blood pressure 
fall observed was directly related to the outcome. 
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SPOROTRICHOSIS 
REPORT OF TWO CASES FROM UTAH 


Kenneth B. Castleton, M.D. 
and 
Vincent L. Rees, M.D., Salt Lake City 


Sporotrichosis has been regarded as a rare disease. 
In recent years, however, cases have been reported with 
increasing frequency, probably because of an increased 
alertness on the part of the medical profession. Most 
cases in this country have been reported from the Missis- 
sippi valley; none have been reported from Utah or from 
this part of the country so far as we have been able to 
ascertain. We believe that these cases are worthy of re- 
porting because of this fact, and also because in one of 
our Cases a trial with some of the newer antibiotics was 
carried out without apparent effect. These patients lived 
in the same county, within two or three miles of each 
other. 


Fig. 1 (Case 1).—Nodules on the dorsum of the left hand and extending 
up the forearm. 


REPORT OF CASES 


Case 1.—A man aged 55, a miner who worked underground 
in a silver, lead, and zinc mine in Salt Lake County scratched 
his hand on Sept. 20, 1949, while working in the mine. It was 
treated by application of antiseptics. Within a few days it became 
infected, and for nine days it was treated with hot applications. 
About a month later the infection seemed to spread upward from 
the forearm and arm, producing multiple subcutaneous nodules 
which were slightly painful, some of these broke down spon- 
taneously and drained. He was treated by his local physician, 
who incised several of the nodules and gave him penicillin 
periodically during the course of the disease. 

He was first seen by one of us on November 7 and was sent 
to the hospital immediately. Smears, cultures, and two biopsy 
specimens were taken within a few hours of admission. One of 
the specimens was removed from the edge of an ulcer on the 
hand and the other from a nodule just above the elbow. On 
examination at the hospital an ulcerated lesion was found on 
the dorsal of the phalanx of the middle finger of the left hand. 
It was about 1 cm. in diameter with raised edges and a rather 
dirty, purulent discharge. There was moderate tenderness. On the 
dorsum of the hand were many small nodules in close apposition; 
extending up the forearm and for several inches above the elbow 
were numerous hard, red, small nodules, about 1 cm. in diameter. 
There was no enlargement of the axillary lymph nodes. Tempera- 
ture and pulse were normal. Laboratory examination on admis- 
sion showed the hematocrit reading to be 46, the white blood 
cell count 8,800 per cubic millimeter, and the hemoglobin value 
16 gm. per 100 cc. The differential cell count showed 71% seg- 
mented forms, 19% lymphocytes, 2% monocytes, 5% stab 
forms, and 3% eosinophils. Urinalysis showed a specific gravity 
of 1.023 and no albumen or sugar: microscopic examination 
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showed 1 to 4 pus cells per high powered field and a few epithe- 
lial cells. A smear from the ulcer of the hand contained a few pus 
cells. A culture revealed typical Sporotrichum, which will be 
described later. Other blood studies included blood cultures and 
agglutination tests, including the Widal test, tests for paratyphoid 
A, paratyphoid B, brucellosis, tularemia, and Proteus vulgaris 
OX19, all of which gave negative results. 

The pathological report was made by Dr. Crichton McNeill. 
The excised nodule from the arm measured 1.8 by 1.5 cm., the 
exterior showed normal fatty tissue with gray areas interspersed. 
Cut section showed a mottled yellow-gray central portion, with 
small hemorrhagic areas. The specimen from the hand lesion was 
a small, irregular, gray nodule of fixed tissue measuring about 8 
mm. in diameter. Microscopically, the section of the ulcer of the 
hand showed a moderate epitheliomatous hyperplasia and granu- 
lation reaction. The main cellular infiltration appeared to be 
plasma cells and lymphocytes in the area of the ulcer and be- 
neath the epithelium. Deep in this portion there was one site 
which was interesting, in that slender gram-positive bodies were 
seen under oil immersion. These bodies also had small spores 
attached to them or nearby. These small round spores were dis- 
tinctive in that they took a deep blue color and showed no 
evidence of nuclei and were therefore not lymphocytes. This 
appeared to be conclusive evidence that there was a fungus 
growing in the deeper aspects of the granulation tissue. The 
section taken from the forearm showed a granulomatous reaction 
without evidence of spore-forming or mycelial tissue. The main 
cellular reaction again was lymphoid elements and plasma cells. 
There was an increase in fibrous tissue, and reticulum cells 
appeared to be present. No well-developed giant cells, were 
present. The pathologic diagnosis was granulation tissue due to 
a fungus, later identified as Sporotrichum. 

The patient was treated with bed rest, elevation, and hot 
packs. He had received considerable penicillin periodically in 
previous weeks. Aureomycin hydrochloride therapy was started 
on the day after admission; it was given in doses of 250 mg. 
three times a day beginning on November 13. On November 19 
aureomycin therapy was stopped, and chloramphenicol (chlo- 
romycetin®), 250 mg. three times a day, was administered until 
November 25, when treatment with potassium iodide in usual 
dosage was begun. During the administration of aureomycin and 
chloramphenicol, little or no improvement could be noted except 
some clearing up of the dirty ulceration of the hand, which was 
probably due to elevation and hot packs. After potassium iodide 
therapy was started, improvement was prompt. 

The patient was discharged from the hospital on November 26 
and was treated as an office patient until his final discharge, on 
Jan. 3, 1950, when the lesions were completely healed. There 
has been no evidence of recurrence or relapse. 


Fig. 2 (Case 2).—Ulcerated lesion on the dorsum of the left arm near 
wrist. Half way between wrist and elbow is another open and ulcerated 
area. 


Case 2.—A 15-year-old boy was first seen Nov. 28, 1949. Two 
months earlier he had noted sores on his left arm. After he had 
been playing football a sore similar to a mosquito bite appeared 
on the dorsal aspect of his left hand. He scratched it, and it 
subsequently developed into an open running sore. This sore 
then began spreading up the inner aspect of his arm. Stiffness 


1. Moore, M., and Ackerman, L. V.: Sporotrichosis with Radiate 
Formation in Tissue: Report of Case, Arch. Dermat. & Syph. 53: 253, 
1946. 
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developed in his arm, and he noted increasing fatigue. He gave 
no history of chills or fever. He was given penicillin and a sul- 
fonamide for three weeks without improvement. X-rays of the 
arm were reported as normal. There was no history of having 
been bitten by a deer fly or of having been around rabbits. 

On physical examination the important clinical findings were 
limited to his left hand and arm. On the dorsal aspect of the 
left arm, in the region of the wrist, there was a punched-out 
ulceration measuring approximately 1 cm. in diameter. Around 


Fig. 3.—Sporotrichum schencki as seen in biopsy section. 


this was an area of considerable redness and induration, but there 
was practically no tenderness. A yellowish fluid was draining 
from the ulcerated area. Along the ulnar side of the arm, half- 
way between the wrist and the elbow, was another open and 
ulcerated area; and in the region of the elbow on the inner aspect 
and all the way up to the axilla were numerous shot-like lymph 
nodes. One node near the elbow was definitely fluctuant. The 
temperature was normal, the pulse rate 84, and weight 47.6 kg. 
(105 Ib.). 

Urinalysis showed a specific gravity of 1.028, acid reaction, 
no albumin, no sugar, and no abnormal microscopic findings. 
The hemoglobin value was 92%, or 14.3 gm.; the red blood cell 
count was 4,071,000; the white blood cell count was 8,800; sedi- 
mentation rate (Westergren) was 30 mm. in one hour. Agglutina- 
tion tests were made for tularemia and brucellosis, and all were 
reported as negative. 

Pus from the lymph node near the elbow was then aspirated, 
and cultures were sent to the University of Utah Bacteriology 
Laboratory, where a pure culture of Sporotrichum schencki was 
grown. The patient was then given 15 drops of saturated potas- 
sium iodide solution three times a day, and the dose was 
increased to the limit of tolerance. Under this treatment the 
ulcers promptly began to heal, and he made a complete recovery 
in about six weeks. 


COMMENT 

Sporotrichosis was first described by Link in 1809. 
Schenck, in 1898, was the first to islolate the fungus and 
to prove its etiologic relationship. Much of our present 
knowledge of the disease is due to the investigations of 
De Beurmann and Gougerot, who in 1912 published a 
monograph in two volumes on the disease. It is generally 
accepted that there are at least two varieties of organisms, 
the S. schenki and S. beurmanni. The former is be- 
lieved to be the usual variety in the United States, and the 
latter is said to occur most commonly in France. 
Radiate formation, sometimes called asteroid formation, 
has also been described and may represent an entirely 
different species (S. asteroides).t These star-shaped 
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bodies are found extracellularly in pus, and most of the 
reported cases of this type are from South America. 

Sporotrichum has been found in all parts of the world, 
usually as a saprophyte on flowers, grains, grasses, bark, 
thorns, and vegetables, and also on fleas, ants, and va- 
rious forms of insects. It has been found in apparently 
normal throats and normal intestinal tracts. It seems 
probable that the organism invades the human via minor 
wounds of the skin, especially of the fingers, hands, or 
feet, since these sites are involved in most clinical cases.” 
Two cases have been reported of investigators contract- 
ing sporothrichosis while working with cultures of the 
organism. In other cases the disease has been contracted 
from handling infected dressings. Most clinical cases 
have occurred in farmers or florists.* 

The organism is usually of low virulence. It is aerobic 
and grows well on ordinary culture media such as 
Sabouraud’s medium at room temperature. The colony 
becomes apparent in a few days as a white growth with 
radiating lines at right angles to the margin. Later the 
growth darkens to gray or almost black. Microscopically, 
a great abundance of mycelia, with short branches ex- 
tending outward and supporting microconidia, are seen. 
Although it is usually impcessible to find the organism on 
biopsy specimens, this was accomplished in one of our 
cases. 

The disease has been produced experimentally in 
horses, cats, mice, monkeys, guinea pigs, and rats. Rats 
are particularly useful for innoculations in establishing 
the diagnosis. Two forms of the disease have been re- 
ported—the lymphatic and the systemic or disseminated 
form.‘ In this country the lymphatic is the usual form, 
while in France the systemic is apparently the more com- 
mon. Both of our cases fall into the lymphatic group. In 
this form the initial lesion is a chancre-like ulcer usually 


Fig. 4.—Appearance of Sporotrichum schencki growth on culture plate. 


on a finger, hand, or foot. In about three weeks to three 
months.a chain of nodules appear in ascending fashion 
along the course of the lymphatics. These are red, firm, 
discrete, painless lesions which may ulcerate and become 
infected. When ulceration is present the floor of the ulcer 
is found to be granular. It bleeds easily and tends to be- 
come covered by a crust; sinuses may form around. it. 
The lesion is essentially a granuloma with three zones. 
In the peripheral zone there is marked connective tissue 
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reaction with vasodilation, plasma cells, and lympho- 
cytes. In the middle zone are numerous epithelioid cells 
and abundant giant cells grouped more or less like tu- 
bercles. In the center are polymorphonuclear leucocytes, 
eosinophils, macrophages, etc., with microabscesses. 
There are frequently no systemic symptoms, but in the 
very acute cases fever, chills, and signs of septicemia may 


Fig. 5.—Microscopic appearance of organism. 


develop. In long-continued cases, anemia, loss of weight 
and strength, and general debility may develop. Lungs, 
bones, muscles, glands, joints, viscera, mouth, pharynx, 
and even the central nervous system may be involved.* 
Patients who have had the disease in the pharynx may 
retain the organism after recovery and act as carriers. 
Treatment consists of the administration of a saturated 
potassium iodide sokution. This is given by mouth, start- 
ing with 10 minims (0.6 cc.) three times a day and in- 
creasing | minim (0.06 cc.) three times a day to toler- 
ance. Iodine may also be applied locally. X-ray therapy 
has been used with good results in a few cases. There 
seems to be little or no tendency for spontaneous involu- 
tion to occur. The disease may persist for months or years 
if untreated. 


508 E. South Temple (Dr. Castleton). 


2. (a) Holland, M. H., and Mauriello, D. A.: Sporotrichosis, J. M. Soc. 
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4. Cawley, E. P.: Sporotrichosis, A Protean Disease: With Report of 
a Disseminated Subcutaneous Gummatous Case of the Disease, Ann. Int. 
Med. 30: 1287, 1949. 

5. Banks, H. S.: Sporotrichosis Resembling Diphtheria: Report of 
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Abdominal Pain.—Referred abdominal pain attending the dia- 
phragmatic inflammation of pneumonia may usually be so diag- 
nosed with the demonstration that the peritoneum is not tender 
on percussion, therefore, not inflamed, and therefore not the 
primary source of the abdominal pain. A case of abdominal 
pain unaccompanied by tenderness anywhere on moderate to 
heavy percussion may be confidently held for further observa- 
tion without fear that an acute surgical emergency is being 
overlooked.—Emile Holman, M.D., The Art of Abdominal Per- 
cussion in the Presence of Inflammation, Surgery, Gynecology 
and Obstetrics, December, 1951. 
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ACUTE ULCERATIVE ENTERITIS DUE TO 
POLYARTERITIS 


A DIAGNOSTIC DILEMMA 


Paul Jernstrom, M.D. 
and 
Joseph Stasney, M.D., Philadelphia 


Polyarteritis was described in 1866 by Kussmaul and 
Maier as periarteritis nodosa. Polyarteritis is a more 
exact name, since all coats of the vessel are involved and 
since nodules may not always be present. It is a wide- 
spread disease of arteries, and less commonly of veins, 
which may affect any organ or tissue of the body. This is 
a report of a case of polyarteritis with acute ulcerative 
enteritis. The diagnosis was not made until tissues secured 
at autopsy were examined. A review of the literature to 
November, 1950, confirmed our diagnosis. Polyarteritis 
is a rare Causative agent in gastrointestinal ulceration. 


REPORT OF CASE 


History.—S. L., a 52-year-old Negro housewife, was admitted 
to the hospital complaining of epigastric pain of two months’ 
duration. She was awakened by severe epigastric pain which 
radiated along the margins of the costal cage. Except for vary- 
ing intensity, it never completely disappeared. Episodes of nausea 
and vomiting were frequent. There was no diarrhea or melena. 
Anorexia and a loss of 41 Ib. (18.6 kg.) occurred in this two- 
month period. She had been treated in 1914 for gonorrhea and 
in 1919 for syphilis. There was no history of rheumatic fever, 
diabetes mellitus, malaria, tuberculosis, or cancer. 

Physical Examination.—The patient was a poorly nourished, 
middle-aged Negro woman, who appeared chronically ill and 
older than her stated age. The skin was hot and dry, and the 
mucous membranes were pale. There was grade III hypertensive 
retinopathy. Minimal cervical adenopathy was present, and her 
breasts were atrophic. The heart was normal, the pulse rate 100, 
and the blood pressure 190/120. Respirations were 24 per 
minute. Lung fields were clear to percussion and auscultation. 
Epigastric tenderness was elicited, and the liver edge was palp- 
able. The genitals and extremities were normal. The temperature 
during hospitalization ranged from 99 to 102.4 F. 

Laboratory Data.—Examination of the blood on admission 
showed a hemoglobin content of 10.6 gm., 4,100,000 erythro- 
cytes, and 12,800 leucocytes, with 80% neutrophils, 17% 
lymphocytes, and 3% monocytes. Examination of the bone mar- 
row disclosed nothing remarkable. The sedimentation rate was 
normal. The urine contained albumin (3+). Microscopic ex- 
amination showed numerous red and white blood cells and an 
occasional hyaline cast. The reaction of the blood to the Wasser- 
mann and Kahn tests was negative. Tests of hepatic and renal 
function provided responses within normal limits. The results 
of serum amylase tests were less than 80 units. Special pancreatic 
studies revealed normal glandular function. Titration of gastric 
residues showed no free acid and a total acidity up to 29 units; 
microscopic examination showed a few red blood cells. On many 
occasions occult blood was demonstrated in the stool. The re- 
action to the tuberculin test with 0.005 mg. of purified protein 
derivative was positive, and the skin failed to react to blasto- 
mycin, coccidiomycin and histoplasmin antigens. There was no 
reaction to serologic tests for amebiasis, trichinosis, or echino- 
coccosis. Results of cerebrospinal fluid tests were normal. Sig- 
moidoscopic visualization demonstrated a diffuse redness and 
granularity of the mucosa of the lower bowel and the presence 
of blood-tinged mucus. This evidence was considered suggestive 
of nonspecific ulcerative colitis. Roentgenographic examination 
included a skeletal survey, chest roentgenograms, swallowing 
function with upper gastrointestinal and small bowel study, 
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barium enemas, cholecystograms, and intravenous urograms. 
None of these procedures yielded a diagnostic clue. Microscopic 
examination of a section of an inguinal lymph node revealed 
hyperplasia of the reticulum cells. 

Clinical Course.—In addition to the epigastric pain, the pa- 
tient complained of generalized arthralgia. Abdominal tender- 
ness increased, and distention appeared. Vomiting accentuated 
the dehydrated condition, and it was necessary to give fluids 
intravenously. The blood pressure varied from 190 to 135 systolic 
and from 125 to 90 diastolic, and there was a low-grade fever. 
Her condition became progressively worse. She died a few hours 
after unsuccessful attempts had been made to substantiate the 
presence of intestinal obstruction by roentgenography. Clinical 
impressions were as follows: peptic ulcer, possibly malignant; 
carcinomatosis, primary in the gastrointestinal tract; or ab- 
dominal Hodgkin’s disease. 

Necropsy Report.—The body was that of an elderly appear- 
ing, emaciated Negro woman. Abdominal distention was pro- 
digious. On section, dilated loops of bowel bulged beneath an 


Fig. 1.—Ileum with Seen solitary, and confluent superficial mucosal 
ulcerations (fixed specimen). 


apron of congested, thickened omentum. There were diffuse sero- 
sal petechiae. Careful search failed to disclose obstruction or 
perforation of the bowel. More than 500 cc. of a serosanguineous 
fluid was found in the peritoneal and pleural cavities. A super- 
ficial ulcer, 2 by 0.2 cm., was noted midway along the greater 
curvature of the stomach. The edges were slightly raised, rolled, 
and undermined, while the base was gray and granular. Duo- 
denal and jejunal mucosal surfaces showed congestion. The ileum 
was replete with irregular superficial ulcers. Some were con- 
fluent, and as such measured up to 7 by 3.5 by 0.15 cm. (Fig. 1). 
A few small ulcers were found scattered throughout the colon, 
but none were found in the rectum. Cultures of the ulcers and 
the exudate in the peritoneal cavity yielded Bacillus coli com- 
munis, Staphylococcus pyogenes var. aureus, nonhemolytic strep- 
tococci, and diphthercid bacilli. 

Microscopic Findings.—An unexpected lesion, polyarteritis, 
was found to be the cause of the acute ulcerative enteritis. The 
small arteries and arterioles of the gastric and intestinal walls 
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and of the mesentery disclosed changes which could be divided 
into four phases (as suggested by Arkin '): (1) degeneration, (2) 
acute inflammation, (3) granulation, and (4) healing. All these 
stages were found in this case. Initially, there was medial de- 
generation with nuclear and cellular fragmentation (Fig. 2). 
Second, acute inflammation was manifested by edema and in- 


Fig. 3.—Acute inflammation and thickening of the media resulting from 
edema and infiltration with neutrophils, lymphocytes, and eosinophils. 
Note the lumenal occlusion by fresh thrombus formation (hematoxylin and 
eosin x 100). 


filtration of the vascular coats with neutrophils, lymphocytes, 
and eosinophils. Hemorrhagic infarcts and thrombosis were ob- 
served in some sections (Fig. 3). Third, fibroblastic proliferation 
was noted in the zone of inflammation, with a decrease in the 
number of neutrophils and an increase in lymphocytes and 
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plasma cells—all of which coincided with Arkin’s stage of granu-. 
lation (Fig. 4). Fourth, lumens of the arterioles were reduced 
or obliterated and their walls replaced with scar tissue and 
periarteriolar fibrosis (Fig. 5). These lesions were interpreted as. 
vascular changes consistent with polyarteritis. They were pres-. 
ent to a lesser degree in the pancreas, liver, thyroid gland, and 
kidneys. 


COMMENT 

Acute ulcerative enteritis caused by polyarteritis is in- 
frequent. Perusal of the literature fails to produce stand- 
ards on which we can base the actual incidence of intesti- 
nal ulceration caused by polyarteritis. Recently, Wold 
and Baggenstoss,” in a report based on 30 cases of poly- 
arteritis in which necropsy was performed, found one 
case with hemorrhagic ulcers and necrosis in the colon 
and rectosigmoid. However, they noted inflammation of - 
the small arteries and arterioles in the jejunum in 37%, 
in the ileum in 27%, and in the colon in 20% of the 


Fig. 4.—Granulation-tissue stage with fibroblastic proliferation and peri- 
vascular infiltration with lymphocytes and plasma cells (hematoxylin and! 
eosin x 50). 


30 cases. From their study it was apparent that any por- 
tion of the gastrointestinal tract may be involved by poly- 
arteritis. It is significant that vascular lesions of the gas- 
trointestinal tract and the principal symptoms of ab- 
dominal pain occurred in 21 (70% ) of the 30 cases. 
Later in the same year, Johnson and Baggenstoss * re- 
ported polyarteritis involving the mesenteric arteries in 
3 of 60 cases of arterial occlusion. In one of these the 
entire jejunum and ileum were the sites of infarction, 
while, in the other two cases, numerous small areas of 


1. Arkin, A.: A Clinical and Pathological Study of Periarteritis No- 
dosa, Am. J. Path. 6: 401 (July) 1930. 

2. Wold, L. E., and Baggenstoss, A. H.: Gastrointestinal Lesions of 
Periarteritis Nodosa, Proc. Staff Meet., Mayo Clin. 24: 28 (Jan. 19) 1949. 

3. Johnson, C. C., and Baggenstoss, A. H.: Mesenteric Vascular Occlu- 
sion: II. Study of 60 Cases of Occlusion of Arteries, and of 12 Cases of 
Occlusion of Both Arteries and Veins, Proc. Staff Meet., Mayo Clin. 
24: 649 (Dec. 21) 1949. 
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the intestine showed evidence of infarction which gave 
the appearance of mucosal ulcers. Most recently, Sandler 
and associates,‘ described a case of polyarteritis with pul- 
monary cavitation. They casually referred to the con- 
comitant presence of several superficial ileal ulcerations 
measuring up to 4 by 1.5 cm. 

The literature concerned with polyarteritis abounds 
with reports on the incidence of coexistent abdominal 
symptoms and gross vascular lesions, but only sporadic 
mention is made of the simultaneous presence of in- 
testinal ulceration. Pathologically, the intestinal lesions 
vary from solitary, minute, isolated foci to confluent and 
massive-ulceration. Acute involvement of the stomach or 
bowel wall may lead to perforation, and fatal peritonitis. 
The submucous and muscular coats are affected initially, 
but later erosion and ulceration of the overlying mucosa 


Fig. 5.—Stage of healing with obliteration and recanalization of the 
lumen (hematoxylin and eosin x 100). 


secondary to ischemic changes may lead to the finding of 
occult blood in the stools and even to bloody diarrhea. 
Felsen * stated that diagnosis of polyarteritis may some- 
times be made by sigmoidoscopy in instances in which the 
large bowel is affected. Review of the laboratory data in 
the case we have described serves to confirm this. 
Summarizing the most recent reviews," we note that 
clinically, abdominal pain may be a prominent symptom 
in polyarteritis, occurring in 50% of cases. About 25% 
of the patients with abdominal pain complain chiefly of 
pain in the epigastrium. In addition, more than 50% 
of the patients have sudden onset of disease accompanied 
by fever, leukocytosis, hypertension, albuminuria, and 
edema. A lower percentage show dyspnea, nausea, vomit- 
ing, weakness, loss of weight, anemia, tachycardia, and 
arthralgia. The association of such symptoms and signs 
with emaciation may lead to an erroneous diagnosis of 
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carcinoma of the stomach or of the gastrointestinal tract. 
It is not uncommon for the patient to exhibit signs of 
intestinal obstruction as a terminal event. Thus, in retro- 
spect, it is apparent that the case here presented was 
typical of polyarteritis. 
SUMMARY 

Acute ulcerative enteritis resulted from vascular 
thrombosis secondary to the inflammatory changes in the 
small arteries and arterioles. The diagnosis, which had 
completely baffled the clinicians, was made after micro- 
scopic examination of tissie secured at autopsy. From a 
study of this and other cases, it is apparent that poly- 
arteritis is an occasional cause of intestinal ulceration. 

U. S. Naval Hospital, Beaufort. 
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THROMBCTIC THROMBOPENIC PURPURA 
REPORT OF A CASE 


Norman S. Blackman, M.D. 
Burton M. Cohen, M.D. 

and 

Janet Watson, M.D., Brooklyn 


In 1925 Eli Moschcowitz ! cailed attention to a pre- 
viously undescribed entity of anemia with widespread 
hyaline thrombosis of capillaries and terminal arterioles. 
It was not until 1936, however, that Baehr, Klemperer, 
and Schifrin * described the pathological picture at post- 
mortem examination and correlated it with a character- 
istic clinical syndrome. On histological examination 
numerous small thrombi were found in the arterioles, 
capillaries, and venules of almost every organ and tissue. 
This syndrome was invariably associated with all the 
usual features of thrombopenia, in addition to an acute 
febrile episode, severe anemia, and neurological mani- 
festations, which differentiated it from.the ordinary type 
of thrombopenic purpura. Baehr and his associates be- 
lieved that the lack of platelets in the circulating blood 
might be due to the myriads of platelets caught in the 
widespread thrombi in the many sniall vessels through- 
out the viscera, so that the available supply was ex- 
hausted, resulting in thrombopenia of the peripheral 
biood. 

Subsequent authors * have described in greater detail 
the clinicopathological aspects of this singular type of 
thrombopenic purpura, and increasing awareness of the 
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entity has led to more frequent reports in the medical 
literature. As the disease has rarely been diagnosed ante- 
mortem or preoperatively, the following case identified 
on clinical grounds and before microscopic section was 
available may be of interest. 


History and Physical Examination—A 35-year-old white 
housewife of Italian derivation was admitted to the Maimonides 
Hospital on Oct. 24, 1949, with the chief complaints of back 
pain and smoky urine of three weeks’ duration. The history of 
her present illness disclosed that she had enjoyed moderately 
good health until three weeks prior to admission, when she 
noted the onset of dull aching pain in the neck, back, and knees, 
with tenderness of the calves and a pressing pain over the ster- 
num. These symptoms were accompanied by chilly sensations 
and a temperature of 101 F by rectum. Her attending physician, 
Dr. Joseph Estrin, treated her symptomatically at that time. An 
electrocardiogram taken shortly after this was normal. However, 
in the ensuing two and one-half weeks her symptoms continued, 
with increasing weakness, anorexia, several episodes of loss of 
consciousness, and right lumbar pain radiating down both legs. 
Her urine was grossly bloody and contained numerous white 
blood cells, albumin, and casts. An intravenous pyelogram was 
negative. Shortly after this an icteric tinge of the skin was noted 
but was not accompanied by pruritis. The hemoglobin value was 
reported at 76%. Seven days before admission the patient had 
been admitted to another hospital following an episode of loss 
of consciousness. At this time her hemoglobin value was 38% 
and the red blood cell count was 1,300,000 cells per cubic milli- 
meter. The bleeding time was 3% minutes, clotting time 2’ 
minutes, and there was reticulocytosis, 12%. Several blood 
smears revealed a complete absence of platelets, but later in 
her stay adequate platelets were reported as being present. After 
two blood transfusions she was transferred to the Maimonides 
Hospital. 

Past history was essentially noncontributory, except for an 
episode of arthritis 12 years previously involving the index and 
middle fingers of both hands, with occasional swelling and lim- 
ited motion of the joints over a period of two years. This 
disappeared spontaneously, and there were no further symptoms 
until six months prior to the present admission, when she noticed 
a similar episode of joint swelling for which she was treated 
with thiamine hydrochloride with a poor therapeutic response. 
There was no history of exposure to noxious or toxic substances. 
The family history revealed no similar illnesses or any history 
of blood dyscrasia. The menstrual history was normal and the 
patient had delivered two normal full-term babies without com- 
plications. She had had no abortions or miscarriages. 

Physical examination revealed a temperature of 99 F, a pulse 
rate of 96, respirations of 24 per minute, and blood pressure 
of 106/60. She was a well-developed and well-nourished young 
woman. She was pale and her skin had an icteric tinge. Pertinent 
physical findings included a marked pallor of the mucous mem- 
branes, petechiae in the gums and right buccal mucosa, and 
several ecchymotic areas of the extremities. The fundi showed 
numerous small, old, and recent superficial retinal hemorrhages. 
The heart was not enlarged, and a grade 2 systolic blowing 
murmur was heard over the entire precordium, with maximal 
intensity at the pulmonic area. There was no lymphadenopathy, 
and the ‘liver and spleen were not palpable. There was bilateral 
costovertebral angle tenderness, more pronounced on the right 
side. 

Laboratory Findings——On admission, the patient had a red 
blood cell count of 2,170,000 cells per cubic millimeter, with a 
hemoglobin value of 9 gm. per 100 cc.; the white blood cell 
count was 11,500 cells per cubic millimeter, with 55% poly- 
morphonuclear leukocytes, 38% lymphocytes, 2% monocytes, 
3% eosinophils, and 1% basophils. Anisocytosis and poikilocy- 
tosis of the red blood cells was noted. The platelet count was 
27,200 per cubic millimeter. There were 9% reticulocytes. Clot- 
ting time was 8 minutes, and the bleeding time was greater than 
90 minutes on one occasion and more than 30 minutes several 
days later. There was no clot retraction in 24 hours. Reaction 
to a Rumpel-Leede test was highly positive. The red blood cell 
fragility was normal. Urinalysis showed a specific gravity that 


THROMBOPENIC PURPURA—BLACKMAN ET AL. 


$47 


was never higher than 1.015 and proteinuria (1+) with many 
red blood cells and occasional white blood cells. The urine 
culture was positive for Escherichia coli. Serology was normal, 
and cold agglutination tests were negative. The heterophil anti- 
body reaction was positive in 1:40 dilution, and the agglutination 
test for Trichinella was strongly positive in a dilution of 1:1280. 
The antistreptolysin titer was 250 units. A Coombs test was 
negative, and the blood type was found to be A, M, and Rh 
positive. The corrected sedimentation rate by the Westergren 
method was 32 mm. per hour. On admission the fasting blood 
sugar was 75 mg. per 100 cc., and the blood urea nitrogen 15 
mg. per 100 cc., later rising to 53 mg. The blood creatinine was 
1.9 mg. per 100 cc., and the total proteins 7.65 gm., with al- 
bumin 4.1 gm. and globulin 3.5 gm. per 100 cc. Blood choles- 
terol was 210 mg. per 100 cc., with 23% free. The serum calcium 
was 9.6 mg. and phosphorus 2.7 mg. per 100 cc. The alkaline 
phosphatase was 3.2 King-Armstrong units. The icterus index 
was 10.2 units and later rose to 16.1 units. The cephalin floccu- 
lation was 4+ on several occasions and the thymol turbidity 15 
units. The electrocardiogram showed slight depression of the 
S-T segment in lead 1 with changes in the T waves in leads 1 
and 2 and in V, through V.. A subsequent tracing showed normal 
S-T segments and decreased changes in the T waves. A bedside 
chest roentgenogram showed shading of both lower lung fields 
and later a “left pleural effusion.” Sternal marrow aspiration 
showed a normal number of megakaryocytes, with few platelets 
and active erythropoiesis. 

Hospital Course.—The patient’s hospital course was unre- 
markable until the second hospital day, when her regular men- 
strual period began. The bleeding, however, was unusually 
severe; a blood transfusion was attempted but, after 250 cc. had 
been given, was discontinued because of a rise in temperature 
to 194 F. The stool, which had been normal, was now found 
to be grossly bloody. The next two days were marked by pro- 
fuse vaginal bleeding and periodontal hemorrhage, with a drop 
in hemoglobin to 6 gm. per 100 cc. Because of the blood picture 
and shock-like state, the patient was treated with testosterone 
in the hope of decreasing the menstrual flow. Oxygen was given 
by mask, saline and glucose were given intravenously, and 2,500 
cc. of blood was administered during the next 48 hours. During 
this time a prolonged rise in temperature to 102 F was noted 
and was thought to be due primarily to transfusion reactions. 
Two blood cultures were sterile, and the urine culture showed 
the presence of E. coli. A throat culture showed only Staphylo- 
coccus aureus and diphtheroids. By the fifth day of hospitaliza- 
tion the examination of the chest showed signs of consolida- 
tion in the lower left and upper right lobes. The patient was 
given 1,000,000 units of penicillin every three hours and 1 gm. 
of streptomycin every six hours. 

With recovery from her shock-like state the patient remained 


. confused, irritable, and at times disoriented. The consultant in 


hematology (J. W.) felt that the presence of previous fever 
without known bacteriological cause, the hemolytic anemia, and 


3. (a) Gitlow, S., and Goldmark, C.: Generalized Capillary and 
Arteriolar Thrombosis: A Report of 2 Cases with Discussion of the 
Literature, Ann. Int. Med. 13: 1046, 1939. (b) Altschule, M. D.: A Rare 
Type of Acute Thrombocytopenic Purpura: Widespread Formation of 
Platelet Thrombi in Capillaries, New England J. Med. 227: 477, 1942. 
(c) Bernheim, A.: Widespread Capillary and Arteriolar Platelet Thrombi: 
A Case Report, J. Mt. Sinai Hosp. 10: 287, 1943. (d) Trobaugh, F. E., 
Jr.; Markowitz, M.; Davidson, C. S., and Crowley, W. F.: An Acute 
Febrile Illness Characterized by Thrombocytopenic Purpura, Hemolytic 
Anemia and Generalized Platelet Thrombosis, Arch. Path. 41: 327 
(March) 1946. (e) Fitzgerald, P. J.; Auerbach, O., and Frame, E.: 
Thrombocytic Acroangiothrombosis (Platelet Thrombosis of the Capillaries, 
Arterioles and Venules), Blood 2: 519, 1947. (f) Singer, K.; Bornstien, 
F. P., and Wile, S. A.: Thrombotic Thrombocytopenic Purpura: Hemor- 
rhagic Diathesis with Generalized Platelet Thrombosis, ibid. 2: 542, 1947, 
Singer, K.; Motulsky, A. G., and Shanberge, J. N.: Thrombocytopenic 
Purpura: Studies on Hemolytic Syndrome in This Disease, ibid. 5: 434, 
1950. (g) Engel, G. L.; Scheinker, I. M., and Humphrey, D. C.: Acute 
Febrile Anemia and Thrombocytopenic Purpura with Vasothrombosis, 
Ann. Int. Med. 26: 919, 1947. (h) Carter, J. R.: Generalized Capillary 
and Arteriolar Platelet Thrombosis, Am. J. M. Sc. 213: 585, 1947. (i) 
Muirhead, E. E.: Diffuse Platelet Thrombosis with Thrombocytopenia and 
Hemolytic Anemia, Am. J. Clin. Path. 18: 523, 1948. (j) Brown, E. B., 
and Norman, J. W.: Multiple Platelet Thrombi, New York State J. Med. 
46: 2167, 1946. (k) Adams, R. D., and others: The Neuropathological 
Aspects of Thrombocytic Acroangiothrombosis, J. Neurol. Neurosurg. & 
Psychiat. 11:27, 1948, 
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thrombopenia suggested a diagnosis of thrombotic thrombo- 
penic purpura. To establish this diagnosis a muscle biopsy was 
done. The specimen was found to be histologically normal. The 
surgical consultant, Dr. Charles B. Ripstein, believed that, in 
view of the findings and the poor clinical status of the patient, 
splenectomy was contraindicated. During the ensuing week vag- 
inal bleeding recurred, and each day the patient received 1,000 
cc. of washed red blood cells and type O, Rh-positive blood with 
A and B substances added. The stormy febrile course continued, 
and the patient manifested lethargy, disorientation, and con- 
fusion. She lapsed into coma, and rapid deterioration in her 
condition was evident. By the tenth hospital day there were signs 
of right facial palsy and right hemiplegia. In the next three days 
she had numerous convulsive episodes with clonic and tonic 
movements of the left arm and leg. The remainder of her course 
was rapidly downhill, with continuation of her comatose condi- 
tion. The vaginal bleeding persisted and did not respond to 
further testosterone administration, intravenous injections of 
protamine zinc insulin (“salmine”), and almost continuous use 
of plasma transfusions, washed red blood cells, and whole blood. 


Typical pink-staining thrombus in capillary of myocardium with some 
perivascular hemorrhage. 


Post Mortem.—The postmortem examination revealed a mod- 
erately icteric, well-developed female. There was blood-tinged 
saliva on the lips, and the conjunctivas were icteric. Through- 
out the skin, mucous membranes, and viscera numerous small 
petechiae were noted. A small amount of frank blood was noted 
in the pericardial, pleural, and peritoneal cavities. The heart had 
a deep brown surface with yellow areas up to 0.4 cm. in diameter 
with many petechiae involving the entire musculature. The uterus 
was normal but the vagina was markedly dilated and filled 
with blood clots. Other findings on the gross examination were 
normal. 

The microscopic examination was remarkable in that it showed 
innumerable thrombi within the lumina of many of the capil- 
laries and small arterioles of all the viscera. These thrombi were 
of the homogeneous pink-staining material characteristically 
found in the small vessels in thrombotic thrombopenic purpura, 
which have been shown to consist of dense masses of platelets. 
Several of the small vessels showed evidences of recanalization, 
and small amounts of perivascular extravasation of red blood 
cells were noted. There were no signs of perivascular inflamma- 
tion. The lesions were particularly abundant in the capillaries 
and small vessels of the myocardium (see figure). 
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COMMENT 

The clinical picture of thrombotic thrombocytopenic 
purpura is often clear enough to indicate the true nature 
of the pathological process involved and can lead more 
frequently to antemortem diagnosis in the presence of 
what superficially appears to be the ordinary type of 
thrombopenic purpura. Clinically the manifestations of 
this disease fall into two groups. The patient shows the 
hemorrhagic symptoms of ordinary thrombopenic pur- 
pura, such as petechiae, ecchymosis, epistaxis, melena, 
and heizaturia, as well as the characteristic findings of a 
decreased number of peripheral blood platelets, pro- 
longed bleeding time, positive Rumpel-Leede test, and 
poor clot retraction. In addition to these, however, a 
severe anemia entirely out of proportion to detectable 
blood loss and an acute febrile stage may be the leading 
clues to the real nature of the underlying pathological 
process. Characteristically, neurological manifestations 
inevitably appear at some stage of the illness. Transient 
signs of organic cerebral involvement, such as headache, 

onfusion, delirium, reflex changes, hyperesthesia, stupor, 
coma, convulsions, facial weakness, and hemiplegia have 
all been recorded.** Enlargement of the liver and spleen 
has been reported in about one-half of the cases. 

The laboratory findings indicate the presence of 
thrombopenic purpura with a severe normocytic and 
normochromic anemia of the hemolytic type that is out 
of proportion to blood loss. There is reticulocytosis, and 
urinary urobilinogen is markedly increased. A moderate 
albuminuria and microhematuria are frequently found. 
Some authors *f have described a leukemoid stage of the 
disease, and frequent white blood cell counts are said to 
assist in the diagnosis. The bone marrow shows only 
erythroid hyperplasia and a normal or slightly increased 
number of megakaryocytes. 

Splenectomy has been of no avail in all previously 
reported cases, and therefore an accurate diagnosis is of 
some value in determining whether splenectomy should 
be done in a given case. All recorded cases of this disease 
have ended fatally. The clinical diagnostic triad consists 
of thrombopenic purpura, hemolytic anemia, and transi- 
tory neurological signs in an acute febrile disease. 


SUMMARY 
A case of thrombotic thrombopenic purpura diag- 
nosed on clinical grounds before death and confirmed on 
autopsy examination is reported with a short discussion 
of the clinical aspects of this entity. 


57 Montague St. (Dr. Blackman). 


Chemotherapy.—The word “chemotherapy” was introduced 
by Paul Ehrlich in the early part of the twentieth century to de- 
note the use of substances other than “antibodies” for the control 
of infection in animals and man. To Ehrlich must go the credit 
for the initial development of the science of chemotherapy. Yet 
possibly due to the simultaneous development of the science of 
immunology, it was not until the advent of the sulfonamides in 
1935 that attention was concentrated on evaluation of the poten- 
tial significance of chemotherapeutic agents in the treatment of 
bacterial infections. The techniques developed during the study 
of this group of compounds served as a basis for subsequent 
investigations on penicillin, streptomycin, and newer substances. 
—Gladys L. Hobby, M.D., Microbiology in Relation to Anti- 
biotics, Journal of the History of Medicine and Allied Sciences, 
Summer, 1951. 
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SICKLE CELL ANEMIA IN A WHITE ADULT 
Alexander Zaberdinos, M.D., Athens, Greece 


. Three cases of sickle cell anemia have been reported 
previously in Greece, but no instance in which the disease 
occurred in a white person in any other country is men- 
tioned in the European literature. It is believed that the 
disease occurs in Greece in a mild form. A fourth case 
of sickle cell anemia in a white adult is reported. 


REPORT OF A CASE 


The patient, a 30-year-old Greek army officer, was admitted 
to the hospital complaining of weakness, languor, faintness, ver- 
tigo, and palpitations. His parents were healthy, with normal 
blood cell counts, blood bilirubin, Wassermann reactions, and 
absence of sickle cells in staining tests. A maternal uncle who 
is suffering from chronic malaria with anemia could not be 
contacted for a blood test. 

The disease started in early childhood. The skin and sclerae 
had a permanent yellow tint. Crises had occurred frequently 
and periodically, with pain in the long bones, joints, and waist 


Fig. 1.—Photomicrograph showing target cells during an acute attack. 


followed by a rise in temperature, accentuation of the vellow 
tint of the skin and sclerae, enlargement of the spleen, hyper- 
colored urine, and great decrease in erythrocyte count and hemo- 
globin value. The patient had been treated in hospitals in 
Greece and Brussels with a diagnosis of typical hemolytic 
jaundice. ‘ 


Laboratory Examinations —The hemoglobin value was 70%. 
There were 4,580,000 erythrocytes and 14,000 leukocytes with 
73% mature and 1% immature neutrophils, 2% eosinophils, 
and 24% lymphocytes. There was slight anisocytosis and 
poikilocytosis, and a few sickle cells appeared after staining. 
The platelet count was 250,000. The fragility of the erythro- 
cytes was within normal limits (0.35 to 0.23% sodium chloride 
solution). The sedimentation rate was 4.5 mm. per hour (West- 
ergren). Bleeding and coagulation times were normal. The re- 
tractility of the clot was normal. The blood group was O. The 
prothrombin time was 11 seconds with 100% concentration. 
The serum bilirubin was 0.15 mg. per 100 cc. by indirect reac- 
tion (Van den Bergh). The serum cholosterol was 0.166 gm. 
per 100 cc. and the serum albumin 0.68 per 100 cc. The Kahn 
test was negative. The bone marrow contained 15% myelocytes, 
9% metamyelocytes, 3% eosinophils, 24% polymorphonuclears, 
9% lymphocytes, and 35% normoblasts. 

The urine contained slightly abnormal amounts of urobilin 
and urobilinogen. There was no albumin, sugar, bile pigment, 
hemoglobin, hemosiderin, or Bence-Jones protein. 
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X-ray examinations showed the chest, heart, alimentary tract, 
and gallbladder to be normal. The long bones showed narrowing 
of the medullary cavity, with periosteal reaction and irregular 
trabeculations. The short and flat bones showed slight exaggera- 
tion of trabecular markings of the ilia and phalanges with cortical 
thinning. A roentgenogram of the skull showed widening of the 
diploe, thinning of the outer tables, and mottling of trabeculae. 


Fig. 2.—Photomicrograph showing sickle cells during an acute attack. 


An electrocardiogram indicated normal function. On the 10th 
day the patient’s temperature rose to 103 F, and this was fol- 
lowed by severe pains in the waist, joints, and bones, especially 
of the limbs. This situation lasted for about four days with weak- 
ness and pallor remaining. Blood tests showed a decrease of 
erythrocytes in four days from 4,500,000 to 1,700,000 and 
hemoglobin to 30%. There were 70,000 leukocytes, with 1% 
myeloblasts, 1% promyelocytes, 16% myelocytes, 21% metae 


Fig. 3.—Photomicrograph showing increase in sickle cells after specimen 
was allowed to stand. 


myelocytes, 47% polymorphonuclears, 12% lymphocytes, 2% 
basophilic normoblasts, and 22% reticulocytes. The fragility of 
the erythrocytes was 0.36 to 0.25% sodium chloride solution. 
The blood bilirubin increased from 0.15 to 0.60 mg. per 100 cc. 
The bone marrow contained 3% myeloblasts, 2% metamyelo- 
cytes, 17% polymorphonuclears, 6% rhabdocytes, 2% lympho- 
cytes, 10% prenormoblasts, 45% basophilic normoblasts, 10% 
polychromophylic normoblasts, and 5% oxyphilic normoblasts. 
The urine test for urobilinogen was slightly positive, while tests 


4 
Poe 
‘ » 
Bu. 
‘ 
‘ 
=> 
« 
* bon) 


$50 DUODENAL OBSTRUCTION—SHRUM 


for hemoglobin and hemosiderin were negative. Morphological 
inspection of erythrocytes showed target cells and sickle cells in 
proportion of 7 to 20% (Fig. 1 and 2). In tests producing sickle 
cells, the proportion of sickle cells reached 70% (Fig. 3). Physi- 
cal examination showed no changes except accentuation of the 
yellow tint of sclerae and skin and slight enlargement of the 
spleen and liver. 

A gradual recovery started on the sixth day from the onset 
of the crisis and was complete in about 25 days. 


COMMENT 


A case of sickle cell anemia in a white adult is de- 
scribed. It is the fourth case to be reported in Greece. 
Two reports have been published by Dr. Makrycostas ' 
of patients treated in Evangelismos Hospital, Athens. 
Another case has been reported recently (April, 1950) 
to the Athens Medical Association by D. Komninos, 
D. Bakalos, and P. Katsiroumbas. No case was men- 
tioned in the European literature. Therefore, I conclude 
that, although this disease is rarely seen in Greece, it 
does exist in persons in whom no Negro blood is sus- 
pected. Bakalos and Katsiroumbas believe that sickle 
cell anemia may be included in the Mediterranean hemo- 
pathic syndromes." Attention is called to the fact thai 
during the crisis the decrease of erythrocytes (to 1,700,- 
000) was not followed by proportionate hyperbilirubin- 
emia. Blood bilirubin never exceeded 0.60 mg. per 100 
cc. and remained at the same level until complete clinical 
recovery. This justifies Dr. Dameshek’s * opinion that 
hemolysis in this disease must be considered as second- 
ary. On the other hand, there is no hyperbilirubinemia, 
because the liver is healthy enough to provide complete 
metabolism of the slowly produced bilirubin. Taking 
into consideration the lack of certain clinical symptoms 
and its long duration, I conclude that sickle cell anemia 
is seen in Greece in a mild or degenerated form. 


74 3rd September St. 


1. Makrycostas, K.: Uber die sichelzellanimie, Wein. Arch. f. inn. 
Med. 33 :330-342, 1940. 

la. Bakalos, D.: Foreign Newsletter—Greece, Blood 6: 681, 1951. 
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DUODENAL OBSTRUCTION DUE TO PRESSURE 
OF SUPERIOR MESENTERIC VESSELS 


Richard C. Shrum, M.D., Lexington, Ky. 


Chronic obstruction of the duodenum is a condition 
rarely encountered in adults, though an occasional case 
of obstruction due to pressure by the superior mesenteric 
vessels appears in the literature.’ It is entirely possible 
that this obstruction is brought about by numerous fac- 
tors, such as (1) the branching of the superior mesenteric 
artery off the aorta in an unusually low position, (2) a 
short vessel, or (3) visceroptosis. The condition is natu- 


1. Von Rokitansky, C. F.: Lehrbuch der Pathologischen Anatomie, ed. 
3, Vienna, W. Braumiiller, 1855-1861. Bloodgood, J. C.: Acute Dilatation 
of the Stomach: The Gastro-mesenteric Heus, Ann. Surg. 46: 736-762, 
1907. Dragstedt, C. A., and Dragstedt, L. R.: Acute Dilatation of the 
Stomach, J. A. M. A. 79: 612-615 (Aug. 19) 1922. Robertson, G.: Acute 
Dilatation of the Stomach and Intestinal Tube with a Consideration of 
“Chronic Duodenal Ileus,” Surg., Gynec. & Obst. 40: 206-213, 1925. 
Wilkie, D. P. D.: Chronic Duodenal Heus, Am. J. M. Sc. 173: 643-649, 
1927. Cunha, F.: The Duodenal Syndrome Associated with the Aberrant 
Superior Mesenteric Artery, J. Internat. Coll. Surgeons 2: 93-102, 1939. 
Wahren, H.: Arterio-Mesenteric Obstruction, Acta chir. scandinav. 90: 
377-381, 1944. 


J.A.M.A., Feb. 16, 1952 


rally not found in quadrupeds, because in them the 
mesentery is directed ventrally, whereas in man it is di- 
rected caudally. Today, with adequate roentgenologic 
aid, this condition is a recognized clinical and pathologi- 
cal entity, and its correction in most cases is satisfactorily 
accomplished by surgery. 


REPORT OF A CASE 


Patient S. S., a 66-year-old white woman, was admitted to the 
St. Joseph Hospital on the service of Dr. Fred W. Rankin with 
the chief complaint of weakness of six months’ duration and 
vomiting of two days’ duration. She stated that she had been 
exceptionally thin all her life, and that during the five years pre- 
ceding admission her weight had ranged between 72 and 80 Ib. 
(32.7 and 36.3 kg.). Six months before admission she began to 
have increasing weakness, and 11 weeks before admission the 
weakness became so severe that she remained in bed most of the 
time. Two days before admission she began to have severe vom- 
iting, which persisted till she was admitted to the hospital. 
Neither nausea nor pain was associated with the vomiting. She 


Roentgenogram one hour after the ingestion of barium showing obstruc- 
tion of third part of duodenum. 


had lost 7 Ib. (3.2 kg.) since the onset of the weakness and on 
admission weighed 65 Ib. (29.5 kg.). 

On physical examination the only remarkable finding, in addi- 
tion to the extreme emaciation, was an outpouching on the left 
side of the abdomen extending from the left upper quadrant to 
the left lower quadrant. A succussion splash could easily be 
elicited over this outpouching. Routine blood cell counts, blood 
urea nitrogen, total proteins, albumin, globulin, and albumin- 
globulin ratio were normal. A flat film of the abdomen showed 
a markedly dilated stomach extending down to the crest of the 
ilium. A Levin tube was anchored, and 1,600 cc. of greenish 
fluid was removed during the next few hours. 

A tentative diagnosis of pyloric obstruction was made. The 
patient was given fluids and vitamins parenterally and gastric 
lavage three times a day. Two days later roentgenologic exami- 
nation of the stomach and duodenum showed the pylorus to be 
open and an obstruction to be at the third part of the duodenum. 
The obstruction appeared to result from pressure outside the 
bowel. Two days later laparotomy revealed a moderately dilated 
stomach and pylorus and distended duodenum up to the point 
at which the duodenum was crossed by the superior mesenteric 
vessels. Distal to this, the small bowel was collapsed. The region 
between the dilated duodenum and collapsed jejunum was thor- 
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oughly explored. No growth or other cause for the obstruction 
was found, except the superior mesenteric vessels. The collapsed 
jejunum was opened and a finger introduced into the lumen back 
into the dilated duodenum. Nothing was in the lumen, and the 
obstruction was obviously at the passage of the superior mesen- 
teric vessels across the duodenum. 

Gastrojejunostomy, duodenojejunostomy, and even division of 
the duodenum with anastomosis of the two limbs in front of 
the root of the mesentery have all been advocated as the proper 
surgical procedure for treatment of this condition. Any pro- 
cedure which reroutes the food around the site of obstruction 
should be satisfactory, however, and in this case a gastro- 
jejunostomy was done, because it could be accomplished more 
easily and quickly than either of the other procedures. 

The postoperative course was uneventful, and, by the 10th 
postoperative day, the patient was ambulatory and feeling much 
better than she had for 11 weeks before surgery. Follow-up 
six months later revealed that her weight had returned to what 
it had been for the five years prior to hospitalization; her usual 
routine of living had been reestablished, and she had had no 
further attacks of vomiting. 


SUMMARY 
A case of obstruction of the distal part of the duo- 
denum by the superior mesenteric vessels, producing 
dilatation of the stomach and vomiting is reported. The 
condition was relieved by gastrojejunostomy. 


544 W. Second St. 


MASCULINOVOBLASTOMA OR MASCULIN- 
IZING ADRENAL REST TUMOR OF OVARY 


REPORT OF A CASE 


Jonathan E. Rhoads, M.D. 
Harold A. Zintel, M.D. 
and 


Robert C. Horn Jr., M.D., Philadelphia 


Tumors of the ovary that cause symptoms related to 
the endocrine system include arrhenoblastoma, masculin- 
ovoblastoma, often called the adrenal rest tumor, and 
luteinized tumors, variously called luteomas, luteinomas, 
and Juteinized granulosa cell or theca cell tumors. The 
two that result in symptoms of masculinization are ar- 
rhenoblastoma and masculinovoblastoma. Arrhenoblas- 
tomas are somewhat commoner, 94 having been reported 
in 1947 by Iverson.' Masculinovoblastomas are rarer. 
Iverson limited the reported cases to 15 definitely estab- 
lished, after excluding six cases in which the patients did 
not have complete masculinization associated with a 
lipoid cell tumor of the ovary. 

The origin of lipoid cell tumors is disputed, some au- 
thors believing that they arise from adrenal rests and 
some believing that they arise from undifferentiated cells 
in the ovary, while still others believe that both modes of 
origin are possible. Histologically, these tumors resemble 
adrenal cortical tissue. According to Curtis,” this group 
of tumors may produce hypertension and glucosuria- 


From the Harrison Department of Surgical Research, School of Medi- 
cine, University of Pennsylvania, the Departments of Surgery and the 
Laboratory of Surgical Pathology, Hospital of the University of Penn- 
sylvania. 
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symptoms also observed in certain cases of adrenal corti- 
cal tumors and pituitary tumors, but not with arrheno- 
blastomas. 


The following report describes a case of masculinovo- 
blastoma. This patient exhibited a marked degree of 
masculinization but no hypertension and glucosuria. Fol- 
low-up observations extended over five and a half years. 


REPORT OF A CASE 


Mrs. M. F. a 37-year-old white woman, was admitted to the 
Hospital of the University of Pennsylvania on Sept. 9, 1944, be- 
cause of “dizzy spells and falling hair.” She stated that she had 
been well until eight years before admission, when she had a 
baby that died 24 hours after its birth. After the birth of this 
baby, her menstrual periods appeared at the usual 28-day inter- 
vals. However, the amount of flow gradually decreased until she 
ceased to menstruate four years before admission to the hospital. 
The breasts had gradually become smaller. For seven years she 
had been losing the hair on her head, and coarse hair had ap- 
peared on her face, chest, arms, legs, and lower abdomen. She 
had not had her hair cut for eight years. She wore a wig and had 
to shave every other day. During the eight years her voice had 
become deep and “husky.” Three months before admission she 
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Fig. 1.—Left ovary removed at operation. Tumor tissue has replaced 
the greater part of the gland. Residual ovarian tissue surrounds the tumor. 


began to have “dizzy spells.” The dizziness appeared when she 
bent forward and then suddenly straightened up. During other 
activities she had no dizziness. There was no history of visual 
changes. Her weight had remained constant for the past eight 
years. Her sexual reactions had not changed. There was a his- 
tory of frontal headaches occurring about once every two weeks 
since childhood. 

The patient’s physique was decidedly masculine. The arms and 
legs were firm and muscular. The texture of the skin of the entire 
body was quite coarse. The complexion of the skin of the face 
was described as ruddy. There was no evidence of abnormal fat 
distribution or striae. There was coarse straight hair on the chest, 
face, abdomen, and extremities, and the pubic hair had the in- 
verted triangle distribution characteristic of the male. There was 
little hair from the occiput to the forehead. The remaining hair 
around the sides of the scalp was sparse, thin, and dry. The blood 
pressure was 135/80. No abdominal masses were palpable. Pelvic 
examination did not disclose any abnormalities. The clitoris 
was not enlarged and the remaining external genitalia were 
normal. 

At operation on Sept. 27, 1944, the left ovary was found to 
be enlarged and the right ovary was small (1 by 1 by 1.5 cm.). 
A frozen section of a biopsy of the left ovary was reported by 
the pathologist as showing tumor tissue. The entire left ovary 
was removed (Fig. 1). After removal of the ovary a small mass 
was palpated above the superior pole of the left kidney, and 
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therefore the low midline incision was closed and a left sub- 
costal incision was made to explore the adrenal area. The mass 
removed from this area proved to be an accessory spleen. Her 
postoperative course was uneventful and she was discharged from 
the hospital on the 14th postoperative day. 


Pathological Report-—The specimens were an ovary and an 
accessory spleen. The ovary measured 3 by 2 by 1.5 cm. It was 
composed of soft brown tissue enclosed by a tough capsule of 
what appeared to be ovarian stroma. A portion of this lesion had 
been removed previously for biopsy and on frozen section ap- 
peared to be a tumor of undetermined nature. The accessory 
spleen was 1.3 cm. in diameter. The specimens were fixed with 
Bouin’s fluid. 


Microscopic examination confirmed the diagnosis of an acces- 
sory spleen. Numerous sections of the ovary all showed similar 
structures. There was a rim of compressed stroma about the 
periphery, which contained a number of primordial follicles and 
corpora albicantia, none of which were active. The remainder 
of the ovary was occupied by the tumor, which was fairly well 
circumscribed although it lacked a distinct capsule (Fig. 2). The 
tumor presented a fairly uniform picture. The cells had consid- 
erable amounts of clear cytoplasm, not infrequently containing 
pink-staining granules. The nuclei varied somewhat in size but 
were regular and round or oval. No nuclear changes suggested 
malignant disease, and mitotic figures were not seen. The cells 
were arranged in cords like the cells of endocrine glands. The 
stroma was fairly abundant but was delicate and apparently 
markedly edematous. The tumor was fairly vascular, many of 
the vessels showing degenerative changes. There were numerous 
hemorrhages. These were not the signs of arrhenoblastoma, but 


Fig. 2.—Photomicrographs of sections of the left ovary. A, a thin layer 
of ovarian stroma is shown at the top and tumor cells at the bottom. 
Hematoxylin-eosin stain (x 175). B, the tumor cells, arranged in cords, 
have abundant finely granular or vacuolated cytoplasm. There is consider- 
able nuclear variation. 


of another group of masculinizing ovarian tumors best known 
as adrenal rest tumors. The diagnosis was (1) adrenal rest tumor 
with masculinization, and (2) accessory spleen. 

Postoperative Course.—Within 30 days of the operation the 
patient began to menstruate and noticed that her voice was 
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higher in pitch. Within three months she was having menstrual 
periods similar to the ones she had had prior to her illness. The 
menstrual periods appeared regularly every 25 days, lasted for 
four days, and required approximately four pads per day. There 
was little pain. At this time it was noticed that the hair on the 
head was increasing and that generally the body hair was decreas- 
ing. At the end of one year the facial hair had disappeared to the 


Fig. 3.—A, photograph of patient immediately before operation. B, 
photograph of patient five and one-half years after operation. 


extent that she shaved only once in three weeks. She had been 
gaining weight and was feeling very well. Two years after opera- 
tion she noted that her breasts were becoming larger and that 
her voice was more normal. Three years after operation it was 
noted that the amount of hair on her head was still increasing 
slowly, and it was necessary to have her hair trimmed occa- 
sionally. She had not worn a wig for one year. The hair on her 
face had almost completely disappeared. The only portion of her 
face that required shaving was a small area just beneath the 
chin that had to be shaved approximately once a week. 

During the five and one-half year period of observation her 
menstrual periods have remained regular except on two occa- 
sions. The first of these was three years postoperatively when 
she had no menstrual flow for three months. The patient at that 
time thought she had a miscarriage, but there was no clinical 
evidence such as the passing of tissue to support such a diagnosis. 
The menstrual periods were then normal until 4 years post- 
operatively, when menstrual bleeding appeared 3 days before 
the expected time, followed by a second period: of bleeding 13 
days later. Pelvic examination at this time did not reveal any 
clinical evidence of pregnancy or any evidence of recurrence of 
the tumor. The patient’s appearance before operation and five 
and one-half years afterward is shown in Figure 3. 


SUMMARY 


A case of linovoblastoma (adrenal rest tumor of 
the ovary ) in a patient who has been followed for five and 
one-half years is reported. Surgical excision of the tumor 
was followed by restoration of menses, regression of 
baldness, regression of facial hair, and regression of other 
symptoms of masculinization. 


3400 Spruce St. (Dr. Rhoads). 


Tuberculous Lymphadenitis.— Chemotherapy, notably with 
streptomycin and para-aminosalicylic acid (PAS), is a fairly 
recent and valuable addition to the therapy of tuberculous lym- 
phadenitis but the wave of enthusiasm it has evoked in this 
connection is not justified by the results. Antimicrobial drugs 
have their chief effect on the early, exudative form of the dis- 
ease and have little value in the treatment of caseous foci or 
cold abscesses. However, chronic tuberculous sinuses do respond 
well to antimicrobial therapy.—Charles W. Lester, M.D., Lymph 
Node Tuberculosis and Its Treatment in Accessible Nodes, The 
American Review of Tuberculosis, December, 1951. 
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COUNCIL ON PHYSICAL MEDICINE 
AND REHABILITATION 


The Council on Physical Medicine and Rehabilitation has 
authorized publication of the following reports. 


E, De Forest, M.D., Secretary. 


ARMSTRONG X-P EXPLOSION-PROOF 
BABY INCUBATOR, MODEL 22, ACCEPTED 


Manufacturer: The Gordon Armstrong Company, Inc., 1501 
Euclid Ave., Cleveland 15, Ohio. 

The Armstrong X-P Explosion-Proof Baby Incubator, Model 
22, is a device for housing an infant under conditions of regu- 
lated temperature, humidity, and oxygen flow. The enclosure 
for the infant has a transparent front and top, so that the occu- 
pant can be watched from a dis- 
tance. The incubator proper is 
mounted on a stand with casters, 
so that it can be moved about on 
the floor when not kept on a table. 
It has connections for oxygen, 
and for operation it requires a 
source of 60-cycle alternating cur- 
rent at 110 to 115 volts. It draws 
162 watts. It is listed by Under- 
writers’ Laboratories, Inc. Its dis- 
tinctive feature is an explosion- 
proof heating unit, in which all 
electric wiring, switches, and con- 
trols are sealed with copper- 
riveted seals. 

The incubator stand and the 
cabinet for accessories are not in- 
cluded in the dimensions and 
weights which follow. The incu- 
bator proper measures 35 (height) by 81 by 38 cm. (13% by 
32 by 15 in.) and weighs 25.4 kg. (56 Ib.). Packed for shipment 
it measures 42 by 84 by 48 cm. (16% by 33 by 19 in.) and weighs 
32 kg. (71 Ib.). The foreign shipping weight is 32 kg. 

Evidence from practical tests under conditions acceptable to 
the Council indicated that the apparatus was sound in construc- 
tion, convenient as an incubator, and safe in operation when 
properly grounded. The Council on Physical Medicine and Re- 
habilitation voted to include the Armstrong X-P Explosion- 
Proof Baby Incubator, Model 22, in its list of accepted devices. 


Armstrong X-P Explosion- 
Proof Baby Incubator, 
Mode! 22 


MASTER FISCHERTHERM DIATHERMY, 
MODEL 1200, ACCEPTED 


Manufacturer: R. A. Fischer & Company, 517 Commercial 
Street, Glendale 3, Calif. 

The Master Fischertherm Diathermy, Model 1200, is a de- 
vice for generating short wave medical diathermy at a fre- 
quency of 27.120 megacycles. It has 
the F.C.C. Type Approval No. D491. 

The apparatus is housed in a cab- 
inet that rolls on casters on the floor. 
The over-all dimensions of the appa- 
ratus are 98 (height) by 60 by 46 
cm. (3842 by 23% by 18 in.) and its 
net weight is 59 kg. (131 lb.). Packed 
for shipment it requires two crates, 
each measuring 67 by 60 by 56 cm. 
(26% by 23% by 22 in.) and weigh- 
ing together 93 kg. (205 Ib.). The 
apparatus comes with or without a 
hinged arm applicator. Accessories 
include a line cord and an operating 
instruction sheet. Evidence of satis- Master Fischertherm Dia- 
factory construction and satisfactory thermy, Model 1200 
operation was obtained from sources 
acceptable to the Council. The Council on Physical Medicine and 
‘Rehabilitation voted to include the Master Fischertherm Dia- 
thermy, Model 1200, in its list of accepted devices. 
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BIRTCHER CHALLENGER SHORT-WAVE 
DIATHERMY, NO. 850, ACCEPTED 

Manufacturer: The Birtcher Corporation, 4371 Valley Blvd., 
Los Angeles 32. 

The Birtcher Challenger Short-Wave 
Diathermy, No. 850, is designed to pro- 
duce a “tube-generated” current for use 
both in medical diathermy and in minor 
electrosurgery. It can either be set on a 
table or mounted on a sub-cabinet. The 
latter is provided with casters and can be 
moved about on the floor. The apparatus 
generates electromagnetic waves of a fre- 
quency of 27.12 megacycles, correspond- 
ing to a wavelength of 11 m. It has Type 
Approval No. D-529 of the Federal Com- 
munications Commission and is listed by 
Underwriters’ Laboratories, Inc. 

It is 38 cm. high (15 in.) and has a | 
sloping front panel; its base measures 58 is . 
by 41 cm. (23 by 16 in.). It weighs 27 kg. Birtcher Challenger 
(60 Ib.). Packed for shipment it measures Short-Wave Diathermy 
46 by 71 by 48 cm. (1734 by 28 by 19 in.) No. 850 
and weighs 38 kg. (85 lb.). It requires a 
60-cycle alternating current at 110 to 112 v. and draws 650 
watts. 

The Council on Physical Medicine and Rehabilitation voted 
to include the Birtcher Challenger Short-Wave Diathermy, No. 
850, in its list of accepted devices. 


SACRO-EASE, MODELS “R” AND “200,” ACCEPTED 


Manufacturer: McCarty’s, 2024 San Pablo Ave., Oakland, 
Calif. 

The Sacro-Ease is a seating pad marketed in several differ- 
ent forms. The principle, as indicated by a diagram in the 
advertising folder supplied by the manufacturer, is simply a 
stiffening of the seat (analogous to the placing of a board under 
a mattress). The diagram shows that in some seats there is a 
yielding of the central areas, with the result that most of the 
weight of the trunk is borne on the tubera ischiadica; the dia- 
gram also shows very well 
the resulting tendency of 
the body to slide forward 
on the seat, so that constant 
muscular effort is needed to 
keep a person in place. The 
diagram shows that a more 
rigid seat redistributes the 
pressures in a way that 
must sometimes be distinct- 
ly beneficial, and must help 
to overcome the tendency 
to slide forward. The man- 
ufacturer claimed that this 
device, used on the seat of an automobile, frequently relieved 
the fatigue and pain in the back experienced by some drivers. 

Two forms were submitted by the manufacturer. Model “R” 
is simply a seat, small enough to lay on an automobile seat and 
measuring 48 by 36 cm. (19 by 14 in.). Unpacked it weighs 1.3 
kg. (2 lb. 3 0z.); the shipping weight is,J.5 kg. (3 Ib. 8 o2z.). 
Model “200” is the same seat with added hinged back rest; its 
shipping weight is 2.9 kg. (6 lb. 6 oz.). It is made with a thin, 
flat, tool-steel frame; suspension is obtained by a one-piece latex 
rubber sleeve, formed with a series of strips under tension to 
help support the body. 

The Council obtained evidence indicating that this device gave 
symptomatic relief when ordered by physicians in certain cases 
of lumbosacral, sacroiliac, and sciatic discomfort, and that the 
manufacturer's claim that this device gave increased comfort to 
some patients was well founded. 

The Council on Physical Medicine and Rehabilitation voted 
to include the Sacro-Ease, Models “R” and “200,” in its list of 
accepted devices. 


Sacro-Ease 
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PROPHYLAXIS OF INFLUENZA 


The possibility of developing an adequate vaccine 
against all types of influenza has been viewed with some 
pessimism since 1947. During the influenza epidemics of 
1943 and 1945 a standard vaccine made from the two 
immunologically distinct types of influenza virus (types 
A and B) provided significant protection against the dis- 
ease,' but in the 1947 epidemic this vaccine proved com- 
pletely ineffective.? When it was discovered that the 1947 
epidemic was due to a mutant strain of type A virus 
(type A’) and when other immunologic variants of the 
virus were encountered in different parts of the world, it 
was predicted in some quarters that the virus would prove 
capable of an infinite number of mutations and that vac- 
cine prophylaxis of influenza would therefore be imprac- 
tical. Since each new epidemic might conceivably be due 
to a new mutant strain, vaccine prepared from previously 
identified strains would be ineffective. Moreover, vac- 
cines prepared from the new strain after the onset of an 
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gation and Control of Influenza and Other Epidemic Diseases in the Army, 
Preventive Medicine Service, Office of the Surgeon General, United States 
Army: A Clinical Evaluation of Vaccination Against Influenza: Prelimi- 
mary Report, J. A. M. A. 124: 982 (April 1) 1944. Francis, T., Jr.: The 
Development of the 1943 Vaccination Study of the Commission on Influ- 
enza, Am. J. Hyg. 42:1 (July) 1945. Francis, T., Jr.; Salk, J. E., and 
Brace, W. M.: The Protective Effect of Vaccination Against Epidemic 
Influenza B, J. A. M. A. 131: 275 (May 25) 1946. Hirst, G. K.; Vilches, 
A.; Rogers, O., and Robbins, C. L.: The Effect of Vaccination on the 
Incidence of Influenza B, Am. J. Hyg. 45: 96 (Jan.) 1947. 

2. Francis, T., Jr.; Salk, J. E., and Quilligan, J. J., Jr.: Experience 
with Vaccination Against Influenza in the Spring of 1947: A Preliminary 
Report, Am. J. Pub. Health 37: 1013 (Aug.) 1947. Sigel, M. M., and 
others: Influenza A in a Vaccinated Population, J. A. M. A. 136: 437 
(Feb. 14) 1948. Loosli, C. G.; Schoenberger, J., and Barnett, G.: Results 
of Vaccination Against Influenza During the Epidemic of 1947, J. Lab. & 
Clin. Med. 33: 789 (July) 1948. 

3. Salk, J. E.; Laurent, A. M., and Bailey, M. L.: Direction of Re- 
search on Vaccination Against Influenza—New Studies with Immunologic 
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5. Salk, J. E.: Reactions to Concentrated Influenza Virus Vaccines, 
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6. Bruyn, H. B.; Mejklejohn, G., and Brainerd, H. D.: Influenza Vac- 
cination: A Compari of Antibody Response Obtained by Various 
Methods of Administration, J. Immunol. 62:1 (May) 1949. Fazekas de 
St. Groth, S., and Donnelley, M.: Studies in Experimental Immunology of 
Influenza: The Protective Value of Active Immunization, Australian J. 
Exper. Biol. & Med. Sc. 28:61 (Jan.) 1950.. Appleby, J. C.; Himmel- 
weit, F., and Stuart-Harris, C. H.: Immunisation with Influenza Virus A 
Vaccines: Comparison of Intradermal and Subcutaneous Routes, Lancet 
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Human Beings Against Influenza, Proc. Soc. Exper. Biol. & Med. 59:179 
(une) 1945. Friedewald, W. F.: Adjuvants in Immunization with Influenza 
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epidemic might not be available in quantity lots before 
the epidemic had spent itself, since it is estimated that 
from 5 to 30 weeks would be required for the mass 
production of a new influenza vaccine. 

This pessimistic outlook has not been shared by all 
workers, however. Salk and associates * of the University 
of Pittsburgh believe that the weight of the evidence is 
against the concept of continuous or infinite variation in 
the virus of human influenza. Since the discovery of the 
virus 19 years ago, only two completely distinct im- 
munologic types (A and B) have been identified, and 
the antigenic variants of these types encountered in the 
laboratory or in nature differ only in a limited degree 
from the parent cultures. Thus it should be possible to 
select a group of strains with antigenic properties cover- 
ing the entire range of the known influenza A and B 
viruses and to incorporate them in a vaccine that would 
give adequate protection against all or most of the natu- 
rally occurring strains. Serologic studies by these workers 
with recently isolated strains suggest that this may be 
accomplished without great difficulty. If such vaccines 
can be prepared they will represent a notable step for- 
ward in this field. In the meantime, the currently availa- 
ble commercial vaccine as licensed by the National Insti- 
tutes of Health offers some protection against infection 
with the strains of the virus incorporated in the vaccine. 

Vaccines with broad antigenic coverage will not solve 
the problem of influenza prophylaxis completely, how- 
ever. Methods must be found to enhance: the degree and 
duration of the immunity produced by the inactivated 
virus. Vaccination as currently practiced does not pro- 
vide complete protection for all persons, and the im- 
munity produced lasts only a few months. A number of 
investigators have attempted to increase the efficiency of 
the vaccine by using multiple inoculations,’ increasing 
the concentration of the virus, or administering it by dif- 
ferent routes.® Their efforts have met with varying suc- 
cess. Interesting results have been obtained by the use of 
a vaccine emulsified in mineral oil.* This type of vaccine 
induces antibody titers that are higher and that remain 
elevated for longer periods than those induced by ordi- 
nary vaccine. The local inflammatory reactions encoun- 
tered by the early users of this technique are reported to 
have been eliminated by the use of a lighter mineral oil, 
a different emulsifying agent, and intramuscular rather 
than subcutaneous injections.* Another method that has 
been shown to increase the effectiveness of subcutaneous 
vaccine with type A virus is the simultaneous intranasal 
administration of type B virus.* This work, which was 
done on mice, awaits clinical confirmation in man. 

A somewhat different approach to the prophylaxis of 
influenza has been suggested by Andrewes.’ This involves 
the application of the interference phenomenon in vir- 
ology. It is known that certain viruses will interfere with 
or suppress the activities of other viruses inoculated at 
the same time or shortly before. Employing this prin- 
ciple, Andrewes has been able to prevent the develop- 
ment of clinical influenza in ferrets following intranasal 
inoculation of virulent type A influenza virus by inocu- 
lating the same animals one to three days earlier with 
attenuated type B virus. Although these animals subse- 
quently become immune to both viruses, the initial in- 
hibiting effect is not due to immunity, for, if the interval 
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between the administration of the B and A viruses is 
extended to a week or more, the development of type A 
infection is not prevented. The interference is thus effec- 
tive for a very short time, presumably only while an 
active though inapparent infection with type B virus is 
in progress. Whether this procedure has practical appli- 
cation in man remains to be seen, but it is encouraging 
that many avenues of approach to this difficult problem 
are being explored. If current predictions are fulfilled, 
optimism may replace pessimism in this field. 


ATHLETIC PROGRAMS IN INDUSTRY 


When policy is established in industry, many opinions, 
experiences, and recommendations of various persons 
are used to delineate modes of action. The value of such 
combined operation has been evident in many segments 
of industry, but the procedure has not yet been applied 
with maximum effectiveness in the field of company- 
sponsored recreation. An organization interested in the 
worker’s welfare may institute or permit a program of 
industrial health and a scheme of recreation that will in- 
clude strenuous and mild exercise, both outdoor and in- 
door, and individual and team participation for male and 
female employees. Participation is encouraged by award- 
ing trophies and reporting activities and names of par- 
ticipants in the sports columns of the local plant news- 
paper. The pleasures of such pursuits, however, may be 
overshadowed by the development of “baseball fingers,” 
“tennis elbows,” and “strawberries” on the base stealers’ 
hips. Insults of nontraumatic origin, such as coronary 
thrombosis, also are a potential danger in the out-of-con- 
dition, overweight, middle-aged or older shipping clerk 
suddenly turned shortstop. 

Uniforms, transportation, and equipment are furnished 
to the company’s baseball and football players. Too 
rarely, however, is skilled medical advice sought by the 
recreation director, even though frequently he and the 
medical director occupy blocks on the same. industrial 
relations division organizational chart. 

Daily, industrial workers are exposing themselves to 
the dangers of after hour athletics without the necessary 
health clearance or the conditioning needed for arduous 
exertion. Middle-aged employees leading a sedentary 
life in a supervisor’s chair decide to try to regain their 
prowess of 25 years ago on the gridiron or cinder track. 
Without physical retraining they throw sudden strains on 
cardiac musculature that for many years had to answer 
no such demands, or, with little knowledge of the game, 
these athletic dilettantes will catch baseballs on their ex- 
tended finger tips, turn ankles during poorly executed 
slides, or twist knees. 

A safety engineer once asked, “Why do we try to pro- 
tect these fellows during the day, and then have them, at 
night, put themselves through a meat grinder?” Those 
who practice industrial medicine often have failed, per- 
haps through no fault of their own, to join with the ath- 
letic directors to assure that each participant is physically 
fit to undertake these activities, that he is familiar with 
the techniques of play, and that the sport presents no 
unusual hazards:to him. A system that wil! provide med- 
ical clearance for all participants will obviate many of the 
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injuries and illnesses encountered among untrained eve- 
ning-time athletes. 

In a recent report of a foreign medical correspond- 
ent ' training in physical exercise was defined as a “regu- 
lar and systematic repetition of an activity which involves 
also the superior nervous functions. The factors which 
condition it are common to all persons; among the most 
important ones are the constitutional factor, the cardio- 
circulatory, the respiratory, the central nervous and sym- 
pathetic nervous systems, the endocrine, osteoarticular 
and muscular factor, and the factors of nutrition and 
metabolism.” Where is the industrial worker given train- 
ing on his return to the sandlot? Where is he assured that 
the condition of his organ systems enumerated above is 
such that participation in athletics will be safe? 

Industry can care for its overambitious, overweight, 
and overage 7 p. m. athletes, by determining before the 
season begins that all applicants for the plant team can 
meet the rigors of competitive sport. Health supervision 
js not an eight-to-five o:clock concept—it can be ex- 
tended to make industrial recreation enjoyable, safe, and 
invigorating, and not a fracture producing, sprain pro- 
ducing, or otherwise incapacitating experience. 


PHYSICIAN POLL ON INTERN TRAINING 


In a previous issue of THE JOURNAL, the Council on 
Medical Education and Hospitals announced the ap- 
pointment of an Advisory Committee on Internships to 
study problems relating to intern training and to con- 
sider the entire question of the internship in its broadest 
aspects.' The announcement pointed out that the prob- 
lems that have arisen as a result of the increasing dis- 
parity between the number of internships and the number 
of applicants emphasize the need for a reclarification 
and redefinition of the internship and its present place in 
medical education. 

At its first meeting, the Advisory Committee decided 
to conduct a poll of the graduates of the classes of 1937 
and 1947 to provide certain basic information in con- 
sidering the internship as it has been conducted and in 
making recommendations for the future. Approximately 
11,000 physicians will be included in the poll. These 
graduates are being asked to evaluate their own in- 
ternship and to comment on intern training in general 
in the light of their experience as practicing physi- 
cians. The immediate response to the questionnaire has 
been excellent. The large number that were completed 
and sent back to the Council by return mail indicate the 
genuine interest in the efforts of the Council and its Ad- 
visory Committee to improve the quality of intern train- 
ing. It is hoped that all members of these two classes will 
cooperate and assist the Committee with its study. The 
results of the poll will be most helpful to the Committee 
in evaluating trends in intern training during the 10 year 
period represented by these graduates and will enable 
them to base their recommendations on specific data not 
presently available. The results of the poll, as well as the 
study as a whole will be awaited with interest. 


Congress of Medical Aspects of Sport, correspondence 
(Italy), J. A. M. A, 144: 200 (Sept. 9) 1950 

1. Poet te: Residencies and Internships, J. A. M. A. 147: 384 (Sept. 
29) 1951. 
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ORGANIZATION SECTION 


FEDERAL MEDICAL LEGISLATION 


Federal Scholarships 


Representative Furcolo of Massachusetts introduced H. R. 
6161 proposing to provide for loans to enable needy and scholas- 
tically qualified students to continue education after high school. 
This bill would establish, principally with federal. money, a 
“federal scholarship fund” for college education. Beneficiaries 
would be needy and scholastically qualified persons nominated 
by officials of the several states who are acceptable to the U. S. 
Commissioner of Education. Scholarship loans would not ex- 
ceed $1,000 per year for four years of college studies and/or 
$1,500 a year for the first four years of postgraduate studies 
after college. This bill was written to include students desiring 
to pursue any college course. Under its provisions, although 
medical students are not specifically named, certain needy and 
scholastically qualified premedical and medical students could 
qualify for loans. Loans would be_repaid by periodic payments, 
beginning the second year after completion of study, in 10 equal 
payments plus interest. Loans would not be made until the stu- 
dent had been accepted by an educational institution. A pro- 
vision in the bill prohibits federal employees from supervising, 
controlling, or regulating personnel or curriculum of educa- 
tional institutions that accept loan students. 


Social Security Amendment 


H. R. 6213 was introduced by Representative Burnside of 


West Virginia and would amend the Social Security Act to 
provide disability insurance benefits for totally disabled persons. 
It provides that the administrator of the Federal Security Agency 
shall make regulations for determinations of disability and re- 
determinations. It would be permissible for a physician, not an 
employee of the United States, to be designated to make exami- 
nations and to be paid therefor. Beneficiaries who refuse to be 
examined without good cause and refuse to accept rehabilita- 
tion services could be denied benefits. The administrator would 
be authorized to enter into voluntary working arrangements with 
private physicians, dentists, hospitals, and other persons, groups, 
and agencies providing medical care and hospitalization for ex- 
amination and rehabilitation of beneficiaries. A totally disabled 
person is defined as one unable to engage in any substantially 
gainful activity by reason of any medically demonstrable physi- 
cal or mental impairment, including blindness. This bill is similar 
to the proposal contained in H. R. 6000 of the 81st Congress, 
which was deleted from H. R. 6000 before it became law. 


Federal Nursing Education 


Representative Elliott of Alabama introduced H. R. 6185 to 
amend the Public Health Service Act to provide a program of 
grants and scholarships for education in the field of nursing. 
This bill is identical with H. R. 910 (Bolton). It would provide 
federal funds estimated at 47 million dollars annually for 
scholarships, for construction, and for increasing teaching equip- 
ment and personnel for nurse education. It provides varying 
amounts for scholarships from the practical nurse level through 
the baccalaureate degree. The Surgeon General of the Public 
Health Service would be authorized to use 5 million dollars 
annually to get construction under way, but no grant would be 
in excess of 50% of the cost of construction and equipment. 


Medical Benefits to Coast Guard Personnel Dependents 


H. R. 6212, introduced by Representative Bonner of North 
Carolina, would authorize and direct the Commandant of the 
United States Coast Guard to furnish hospitalization and medi- 
cal, surgical, and dental care and treatment for dependents of 
personnel of the United States Coast Guard under such regula- 
tion as he may prescribe. 


The summary of federal legislation was roe by the Washington 
Office of the American Medical Association and the summary of state 
legislation by the Bureau of Legal Medicine and Legislation. - 


Federal Assistance to Blind and Handicapped 


Representative Celler of New York introduced H. R. 6215, 
proposing to assure the provision of all necessary services to 
rehabilitate disabled persons for and to establish them in re- 
munerative employment, to make special provision for the blind 
and other severely disabled persons. This bill is identical with 
S. 1202, previously reported. 


STATE MEDICAL LEGISLATION 


Arizona 


Bills Introduced.—H. 10, proposes the creation of a board of physical 
therapy examiners and defines physical therapy as the treatment of a 
bodily or mental condition by the use of the physical, chemical, or other 
Properties of heat, light, water, or electricity, or by massage and active 
and passive exercise, prescribed by a licensed physician, but does not 
include the use of roentgen rays and radium for diagnostic and thera- 
peutic purposes or the use of electricity for surgical purposes, including 
cauterization. H. 22, to amend the medical practice act, proposes to 
authorize the board of medical examiners to revoke or suspend a certifi- 

to practice medicine of any person who is physically or mentally 
unable safely to engage in the practice of medicine and surgery or when 
the holder of a certificate has been declared insane. H. 27, proposes an 
appropriation for setting up and maintaining, in cooperation with the 
federal government, a statewide preventive mental health program. H. 100, 
proposes the creation of a board of certified practical nurse registration 
for the purpose of examining and licensing persons desiring to mone in 
practical nursing. H. 133, proposes the creation of a board of examiners 
of sanitarians to license and examine persons trained in pate Sos science 
and technology qualified to carry out educational and inspectional duties 
and enforce laws in the field of sanitation H. 146, to amend the basic 
Science act, proposes to exempt chiropractors from the operation of its 
provisions. S. 5, proposes to exempt from jury duty. §. 25, 
Proposes the enactment of a uniform drug act. 


Colorado 


Bills Introduced.—SJR. 9, proposes the creation of a special committee 
to conduct a thorough study of the laws of the state concerning 

, and dangerous » and the methods of enforcement thereof. 

SJR. 12. proposes the creation of a legislative committee to make a 

thorough study and investigation with respect to the needy aged of the 

State and particularly with reference to overcrowded conditions in state, 

county, and public hospitals and in private hospitals and sanitariums. 


Georgia 


Bills Introduced.—H. 609, proposes to authorize the board of examiners 
for nurses to examine and license applicants desiring to practice as prac- 
tical nurses. H. 821, proposes the creation of liens in favor of hospitals 
upon rights of actions, suits, claims, counterclaims, or demands of persons 
in the hospital for the amount of reasonable charges of the hospital for 
treatment and care of such persons. H. 875, proposes to amend the 

examination law so as to permit the necessary certificates to 
be signed by osteopaths. H. 928, proposes to amend the sales tax so as 
to exempt the sales of medicines. H. 931, proposes the creation of a 
Georgia Board of Massage to examine and license persons desiring to 
practice massage which is defined as the art of body massage either by 
hand or with any mechanical or electrical apparatus for the purpose of 
body massage, reducing or contouring, the use of oil rubs, salt glows, hot 
and cold packs, tub, shower, sitz and similar baths. S. 313, proposes to 
authorize the board of health to make use of the injunctive process in 
enforcing its rules and regulations. - 


Kentucky 


Bills Introduced.—H. 114, to amend the workmen's compensation act, 
Proposes that medical testimony in workmen’s compensation cases shall 
be limited to not more than two physicians for each party. H. 137, 
proposes a new medical act which would be applicable to physi- 
cians and osteopaths. S. 35, proposes the creation of an alcoholic re- 
habilitation commission to establish and equip a clinic for the diagnosis, 
classification, confinement, treatment, and study of chronic alcoholics. 
S. 50, proposes the enactment of a hospital licensing law. S. 100, pro- 
poses to authorize the alcoholic study commission to make a compre- 
hensive study on the problem of » the existing methods and 
facilities for treatment, of the present program for public education on 
alcoholism and the present status of the laws of the state in regard 
to alcoholism. 


Massachusetts 
Bills Introduced.—H. 1283, proposes regulations for making impounded 
animals available for humane, scientific teaching and research. The licens- 
ing features of the law would be under the supervision of the state board 
of registration of veterinary medicine. H. 1349, proposes that every city 
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with a population of more than 100,000 and having a municipal hospital 
shall provide ambulance services to and from said hospital in an ambu- 
lance Owned and operated by the city, available for use 24 hours a day 
and staffed by a male nurse and driver. H. 1466, proposes the establish- 
ment of a new medical school by the University of Massachusetts. 
H. 1469, proposes the creation of a new medical school to be known as 
the University of Massachusetts Medical School. H. 1892, proposes the 
creation of a special commission to make a study relative to the care, 
treatment and rehabilitation of sexual psychopaths. H. 1894, proposes to 
direct the committee on public welfare to make a survey relative to the 
number of persons confined in hospitals under the control of the depart- 
ment of health who should be transferred to other types of 
hospitals or rest homes or released to their families. S. 349, to amend 
the medical practice act relating to reciprocal of physicians, 
proposes that no person shall be registered without examination if he is 
a graduate of a medical school located outside of the United States or 
its territorial limits. S. 400, proposes the creation of a committee to 
make an investigation and study of the department of mental health and 
institutions under control of this department. 


Michigan 

Bills Introduced.—H. 41, proposes that all school bus drivers must 
annually produce a certificate of a reputable physician certifying to his 
physical fitriess and mental alertness to drive a bus. H. 165, proposes to 
authorize the department of welfare to enforce its regulations by means 
of the injunctive process. H. 183, to amend the ch act, proposes 
that the license provided for in this act shall entitle the holder thereof 
to practice medicine in the state of Michigan and for the purpose of the 
act provides that chiropractic is based on the premise that the nerve 
system coordinates all systems and all physiological functions of the 
human body; that interference with the nerve control of the systems 
impairs their functions and induces disease by rendering the body less 
resistent to infection or to other exciting causes. Under the proposal a 
person practices chiropractic when in the course of such practice he 
diagnoses and/or when he corrects or attempts to correct human ailments 
by the adjustment of the spinal column and other health measures common 
to the healing arts, and the procedure preparatory thereto, provided he 
Shall not use drug treatment, surgery where tissues are cut or severed or 
midwifery. SCR. 11, proposes the creation of a special committee to 
continue to study the problems pertaining to narcotics and to report 
their findings to the 1953 session of the legislature. S. 26, proposes to 
abolish the office of coroner and create a medical examiner system within 
the state. S. 64, proposes certain amendments to the law regulating and 
licensing . S. 65, proposes that any person who shall employ 
another person in migratory or seasonal agricultural labor shall be guilty 
of a misdemeanor unless the person so employed shall carry or furnish 
a certificate from a physician licensed in the state certifying that the 
Person is not afflicted with tuberculosis. S. 69, proposes the creation of a 
state department of health and outlines the duties of such department. 
S. 85, relating to autopsies, proposes that whenever an autopsy is per- 
formed upon the body of a person when intoxication may have been the 
direct or indirect cause of death, or a contributory factor thereto, a 
blood sample shall be taken to determine the degree of alcohol in the 
blood of the deceased. S. 92, to amend the law relating to narcotics, 
proposes to make certain penalties, applicable just to minors, applicable 
to all persons who violate the act. 44, proposes to restrict the sale of 
narcotic drugs to persons licensed so to do. The term narcotic is defined 
to include cocaine, opium, morphine, codeine, heroin, barbituric acid, 
chloral hydrate, and all parts of the plant cannabis sativa. S. 188, to 
amend the workmen’s compensation act, proposes to require employers 
to furnish dental services needed. 


Mississippi 

Bills Introduced.—S. 38, proposes the creation by the attorney general 
of a state bureau of investigation to have charge of and administer the 
agencies and activities which are set up for the identity of criminals, for 
their apprehension, for the systematic analysis of evidence of crime and 
investigation and preparation of evidence to be used in a courts. 
S. 84, proposes the creation of a Mississippi State Board of Examiners 
of Practical Nurses to examine and license persons desiring to practice 
as practical nurses. S. 101, proposes to require both applicants for a 
marriage license to furnish a certificate executed by a physician licensed 
to practice in Mississippi or licensed to practice in any or all of the 
other states of the Union, certifying freedom from syphilis. S. 122, 
Proposes the creation of a Bureau of Inv which 
would have within it a division of scientific 


New Jersey 


Bills Introduced.—A. 133 and A. 175 propose amendments to the 
disability law. A. 174, proposes to authorize certain 

veterans with unusual qualifications to be examined by the state board 
of medical examiners. Such veterans must be more than 40 years’ of age, 
of good moral character, a citizen of the United States and a resident of 
New Jersey, a graduate of a four year course of study in high school, a 
graduate of a two year premedical course in premedical college, graduate 
of a four year college with the degree of Doctor of Medicine, at least 
one year experience as an intern, at least 10 years directing a clinical 
laboratory, is a licensed pharmacist and who shall have practiced 
pharmacy for five years, at least two years experience as an assistant in 
an x-ray laboratory and has passed an examination given by a state board 
in another state on the subjects of anatomy, physiology, pathology, 
chemistry, and bacteriology. A. 179, to amend the law relating to 
examination of hosp proposes that the custodian of any 
hospital records shall permit examination of such record in connection 
with any claim for compensation or damages for personal injury or death 
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resulting therefrom by any person authorized by any other law to make 
such examination. A. 206, proposes that a person duly authorized to 
practice medicine, surgery or dentistry or a registered nurse shall not be 
allowed or compelled to disclose in court or to any public officer any 
confidential communication or any information which he acquired in 
attending a patient in a professional capacity and which was necessary 
to enable him to act in that capacity, without the consent of the patient. 
SJR. 3, proposes the creation of a commission to investigate the reason- 
ableness of the rates now being assessed, allowances being paid to hos- 
Pitals for services rendered to policy holders, as well as the salaries, fees, 
and expenses being paid to their executive and attorneys and also the 
formation by them as a t ization of a holding company to 
purchase real estate. S. 24, proposes to authorize the creation of a debt 
of the state in the amount of 25 million dollars for the construction 
and maintenance of a state college of medicine, dentistry and veterinary 
medicine. S. 35 and S. 36 propose amendments to the temporary disability 
benefits law. S. 38, — to prohibit a deduction from wages to defray 
the costs of of employees and prospective employees. 


New York 


Bills A.R. 32, proposes to memorialize the United States 
to establish a United Nations agency as the sole legal channel for inter- 
national trade in opium. A. 631 and A. 637, to amend the penal law, 
Propose to prohibit the sale of h needles without a written 
prescription of a duly licensed physician, unless the sale is to a physician, 
dentist, a hospital, or the like. A. 686, to amend the education law 
relating to the use of the x-ray, proposes to permit physiotherapists to 
use the roentgen ray or x-ray providing they have had a course of not 
less than two years in radiography technique at a college or university 
approved by the state education department. A. 727, to amend the state 
income tax law, would permit taxpayers to deduct all medical expenses 
exceeding 5% of the net income of the taxpayer. A. 863 and S. 717, 
propose regulations authorizing the state commissioner of health to license 
and designate approved laboratories and institutions which conduct scien- 
tific tests or experiments on living animals. A. 868 and S. 784, to amend 
the workmen’s compensation act, propose to authorize the board upon 
application made by an employee, employer or carrier, to cause an 
examination of an injured employee by a physician designated by the 
commission especially with respect to the diagnosis or treatment 
of the disability for which compensation is claimed. A. 880, to amend the 
penal code, proposes that authorization for an autopsy may be given by 
an adult, child, parent, brother, or sister of the deceased if there is no 
surviving husband or wife. A. 970, proposes to require applicants for an 
operators or chauffeurs license to present a certificate signed by a duly 
licensed physician or optometrist attesting that the applicant has been 


examined as to his eye sight and found competent to operate a motor 


vehicle. A. 1028, to amend the mental hygiene law relating to the cer- 
tification of qualified psychiatrists, proposes to require three, rather than 
two, years’ full time experience in order for a person to be so certified. 
S. 628, proposes the creation of a temporary commission to undertake 
and complete a thorough study of the feasibility of requiring each resident 
of the state to take an annual examination. S. 678, proposes to 
define the words “narcotic drugs” so as to include ‘“‘dromoran” and 
“dromoran” hydrobromide. 


South Carolina 


Bills Introduced.—H. 1712, proposes to exempt the gross proceeds of 
sales of medicine prescribed by a licensed physician from the sales tax law. 
H. 1760, proposes the creation of a state board of examiners of physical 

y for examining and licensing persons desiring to practice physical 
therapy which is defined to mean the treatment of any bodily or mental 
condition of any person by the use of the physical, chemical, and other 
properties of heat, light, water or electricity, massage, and active and 
passive exercise. The roentgen rays and radium for diagnostic purposes 
and the use of electricity for surgical purposes, including cauterization, 
would not be authorized by this proposal. H. 1775, proposes regulations 
for the detention, guardianship, care, and treatment of mentally ill and 
mentally deficient persons. 


Virginia 

Bills I —H. 11 and Sl, propose to amend the narcotics law 
in connection with the penalties for violation thereof, especially when the 
violation involves the sale of narcotics to a minor. H. 362, proposes that 
no drug, preparation or — having a special utility for the pre- 
vention of venereal disease shall be sold except by duly licensed prac- 
titioners of medicine or in Bronte Be and retail stores having a permit 
from the state board of pharmacy. The offering for sale, distribution, or 
other disposition of such goods by means of a vending machine is pro- 
hibited. H. 137, to amend the uniform proposes special 
penalties for dispensing narcotics to minors. H. 225, proposes regulations 
for the granting of annual nursing scholarships. 


MEDICAL ECONOMICS 


The Bureau of Medical Economic Research recently pub- 
lished M-55, “Subject Index to Bulletins and Miscellaneous Pub- 
lications of the Bureau of Medical Economic Research, 1947- 
1951.” A copy may be obtained by writing to the Bureau of 
Medical Economic Research, American Medical Association, 
535 N. Dearborn St., Chicago. 


148 
52 


J.A.M.A., Feb. 16, 1952 


MEDICAL NEWS 


CALIFORNIA 


Course on Physics in Radiology—The University of Southern 
California Division of Medical Extension Education is present- 
ing a course, Essential Physics in Radiology, from March 10 to 
May 26 covering x-ray, radium, and isotope radiation, and 
clinical applications of isotopes. The course will be offered every 
Monday from 8 to 10 p. m.; the first six weeks’ lectures will be 
presented at Los Angeles County Hospital and the last six at the 
Cedars of Lebanon Hospital. The fee is $50. Information may 
be obtained from the University of Southern California School 
of Medicine, Division of Medical Extension Education, 1200 N. 
State St., Los Angeles 33. 


Advances in Public Health.—The acting state health director, 
Dr. Malcolm H. Merrill, has cited the following among other 
advances in public health in 1951: Completed building projects 
provided 2,160 new hospital beds, and construction started will 
provide an additional 4,000 beds. Most of the construction was 
financed by private funds, but federal and state funds were 
granted to 11 projects. However, the increase in population has 
outstripped construction so that the hospital bed shortage is still 
acute. In 1951 state health department personnel were loaned to 
the Office of Civil Defense to plan the services that would be 
needed in California in a disaster. A permanent Division of Medi- 
cal and Health Services was then set up in San Francisco to 
operate under joint direction of the state directors of public 
health and civil defense. Area organizations of doctors, nurses, 
hospitals, public health technicians, and similar personnel were 
developed in 10 “Civil Defense Regions” of California. The 
year’s planning includes the requisitioning of medical supplies 
for 683 first-aid stations and the completion of special manuals 
for program administration, utilization of local resources, opera- 
tion of first aid stations and hospitals, and emergency treatment 
of casualties. 


DISTRICT OF COLUMBIA 


Eleventh Davidson Lecture——Dr. Jonathan M. Williams has 
been selected to deliver the 11th Davidson Lecture of the Medi- 
cal Society of the District of Columbia, Feb. 20, in connection 
with the midwinter seminar. The title of the address will be 
“Amygdaloid Nucleus.” Dr. Williams is an associate in neuro- 
surgery at George Washington University School of Medicine. 
The Davidson Lecture was established in 1929 to commemorate 
services rendered to the profession by Dr. Edward Young 
Davidson. 


GEORGIA 


Health Council Organized.—The Better Health Council of 
Georgia has been organized as an outgrowth of the Georgia 
Citizens Council, which was supported by the state. When state 
funds were withdrawn, the coordinating health agencies banded 
together to form the council. It is supported by the Medical 
Association of Georgia, the Medical College of Georgia, Emory 
University School of Medicine, Georgia Dental Association, 
Emory University School of Dentistry, Georgia State Nurses 
Association, State Department of Public Heaith, and private 
health agencies. Its purpose is to promote better health in 
Georgia, to organize regional health conferences and local 
health councils, and to promote coordination of various health 
agencies and interchange of information among these agencies. 
It has headquarters at 11 Pryor St., S. W., Atlanta 3. The execu- 
tive secretary is Mrs. William Reid. 


ILLENOIS 

State Examinations for Physicians.—The Lllinois Civil Service 
Commission, 501i Armory Building, Springfield, will conduct 
examinations for the following three positions at state in- 
stitutions. Final date for applications is April 30. Positions are 


Physicians are invited to send to this department items of news of general 
interest, for example, those relating to society activities, new hospitals, 
education and public health. Programs should be received at least three 
weeks before the date of meeting. 


open for Physician I, salary $360 to $550 per month, who can 
provide professional medical services in the general care and 
treatment of patients in state hospitals, clinics, and schools. He 
makes diagnoses and treats mentally and physically ill persons, 
and acts as supervisor to nursing personnel. Examinations will 
be held for Psychiatrist I, salary $440 to $660, who, under 
supervision, provides for the physical, neurological, and psychi- 
atric care, study, and treatment of patients in state institutions, 
and for juvenile patients in child guidance institutes or out- 
patient clinics. It is desirable that the applicant have had two 
years of full-time experience in the practice of psychiatry at an 
approved hospital, clinic, institute, dispensary, or laboratory. 
For physicians at a child guidance institute, experience should 
include one year in the practice of juvenile psychiatry. The state 
is also seeking Tuberculosis Control Physicians I, with a sal- 
ary of from $440 to $660, to perform specialized professional 
medical work in the examination, diagnosis, and treatment of 
tuberculosis patients in state institutions. The work may involve 
educational and consultative programs with professional and lay 
groups. One year of residency in an acceptable tuberculosis sana- 
torium or one year postgraduate training plus one year of ex- 
perience in tuberculosis diagnosis, treatment, and control are 
the desirable qualifications. 


Chicago 

Personals.—Dr. Raymond G. Mann has joined the medical con- 
sultant staff of Armour Laboratories as regional medical di- 
rector of the Midwest division. Dr. Cornelius J. O'Donovan, 
formerly chief of the medical service of the U. S. Public Health 
Service Hospital, San Juan, Puerto Rico, has been named as- 
sistant medical director in the clinical investigation service. 


Society News.—The Chicago Society of Physical Medicine and 
Rehabilitation at their meeting Feb. 27 in the City of Chicago 
Welfare Convalescent Home will hear a discussion of the “City 
of Chicago Welfare Physical Medicine and Rehabilitation 
Program.” The speaker will be Dr. Arthur A. Rodriquez, and 
the discussers, Dr. Frances Hellebrandt and Dr. Charles O. 
Molander. Physicians, other professional personnel, and their 
guests are welcome. 


Tuberculosis X-Ray Service.—The Municipal Tuberculosis 
Sanitarium and the Tuberculosis Institute of Chicago and Cook 
County will conduct a free chest x-ray service in 1952. This 
year’s program is the most ambitious yet undertaken in Chicago 
and is made possible by the increasing returns from the annual 
Christmas Seal sale. The death total in Chicago from tuber- 
culosis last year dropped to 1,447 as compared to 1,798 in 
1946, the year before the institute and the sanitarium merged 
their programs. 


Annual Chicago Clinical Conference.—The 1952 clinical con- 
ference of the Chicago Medical Society will be held March 4-7 
at the Palmer House. Speakers include: 
John R. Paul, New Haven, Conn., Poliomyelitis. 
Stanley P. Reimann, Philadelphia, Genera! Care of the Cancer Patient. 
Mitchell I. Rubin, Buffalo, Fluid Balance in Diseases of Childhood. 
Richard H. Sweet, Boston, Diagnosis and Treatment of Benign Lesions 
of the Esophagus. 
George W. N. Eggers, Galveston, Texas, Fractures of the Ankle Joint. 
James J. Waring, Denver, Present Day Treatment of Pulmonary Tuber- 
culosis. 
Richard G. Scobee, St. Louis, The Physician and the Cross-Eyed Child. 
Francis C. Grant, Philadelphia, Relief of Intractable Pain in Inoperable 
Cancer. 
J. Albert Key and Lee T, Ford, St. Louis, Management of the Patient 
with a Ruptured Disc. 
Albert Dorfman, Chicago, Rheumatic Fever, 
Rubin H. Flocks, lowa City, Treatment of Benign Hypertrophy of the 
Prostate. 
Francis M. Rackemann, Boston, Advances in Treatment of the Allergic 
Diseases. 
Howard B. Sprague, Brookline, Mass., Diagnostic Problems in Cardiac 
Disease. 
Edward B. D. Neuhauser, Boston, Problems of Pulmonary Disease in 
Childhood. 
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Leland S. McKittrick, Boston, Carcinoma of the Colon. 

Howard P. House, Los Angeles, Modern Management of Deafness. 

Ira H. Lockwood, Kansas City, Mo., Low Back Pain from the View- 
point of the Radiologist. 

—- J. Quick, Milwaukee, Newer Knowledge Concerning Hemo- 
philia. 

Francis J. Braceland, Hartford, Conn., Psychiatric Aspects of Cortisone 
Administration. 

Richard D. Bryant, Cincinnati, Etiology and Treatment of Prolonged 


Labor. 

Wesley W. Spink, Minneapolis, Recognition and Management of Human 
Brucellosis. 

Max M. Strumia, Philadelphia, Practical Approach to Diagnosis and 
Therapy of Hemolytic Anemias. 

John W. Cline, President of the American Medical Association, San 
Francisco, Common Lesions of the Breast. 

Frank Glenn, New York, Stones in the Common Duct. 

Edgar Burns, New Orleans, Urologic Problems in Children. 

James S. Simmons, Boston, Community Health: Medicine’s Contribution 
to National Security. 

Norman F. Miller, Ann Arbor, Mich., Postpartum Care. 

Edward C. Reifenstein Jr., Oklahoma City, Effect of Steroids on Bone 
Disease of Aging People. 

Russell J. Blattner, Houston, Texas, Advances in Treatment of Viral 
and Rickettsial Diseases. 


There will be roundtable luncheon discussions and panel dis- 
cussions at the close of the Wednesday, Thursday, and Friday 
programs on “What's New in Medicine and Surgery,” 
“Hematology,” and “Obstetrics and Gynecology,” respectively. 
The registration fee is $5. 


INDIANA 


Medical Science Building.—Plans are underway for the con- 
struction of the Medical Science Building of the Indiana Univer- 
sity Medical Center in Indianapolis. A 12-member committee is 
meeting at regular intervals to outline the plans. The building 
will relieve congested classroom and laboratory facilities of the 
dental and medical schools on this campus. 


LOUISIANA 


Annual New Orleans Medical Assembly.—The annual meeting 
of the New Orleans Medical Assembly will be held March 10-13 
at the Municipal Auditorium in New Orleans. Guest speakers 
and the first of their three to four papers to be presented at the 
assembly include: 


J. Arnold Bargen, Rochester, Minn., Diverticulitis of the Large Intestine: 
Its Importance in the Productive Years. 

Leroy A. Calkins, Kansas City, Kan., Prolonged Labor. 

Richard B. Cattell, Boston, Diverticula of the Gastrointestinal Tract. 

Edward L. Campere, Chicago, Neck, Shoulder, and Arm Syndrome. 

Claude F. Dixon, Rochester, Minn., Rectal Cancer: Its Management. 

Charles A. Doan, Columbus, Ohio, Leukemic States—Their Differential 
Diagnosis as a Basis for Selective Therapy. 

Jacob E. Finesinger, Baltimore, The Doctor-Patient Relationship. 

Frank C. Hamm, Brooklyn, Recent Developments in the Diagnosis of 
Renal Tumors. 

Leo V. Hand, Boston, Spinal Headache: Suggestive Causative Factors 
and Recommendations for Prevention and Treatment. 

John H. Lamb, Okiahoma City, Eczema. 

Hayes Martin, New York, Diagnostic Significance of a “Lump in the 
Neck.” 

John P. Merrill, Boston, Use of the Artificial Kidney. 

Margaret M. Nicholson, Washington, D. C., Recent Trends in Immuni- 
zation. 

William Parson, Charlottesville, Va., Appraisal of the Present Status of 
Cortisone and ACTH. 

Ralph A. Reis, Chicago, Functioning Tumors of the Ovary 

Harold G. Scheie, Philadelphia, Retinal Changes Associated with Hyper- 
tension and Arteriolosclerosis. 

John R. Schenken, Omaha, Primary Thrombocytopenic Purpura. 

Paul C. Swenson, Philadelphia, Problem of Early Diagnosis of Gastro- 
intestinal Cancer. 


Roundtable luncheons are scheduled for specialty groups on 
Tuesday and Thursday and for medicine and surgery on 
Wednesday. The speakers will address the luncheon gatherings. 
Color television of surgical operations and medical clinics origi- 
nating in Charity Hospital will be transmitted to the Municipal 
Auditorium under the sponsorship of Smith, Kline, and French 
Laboratories. The registration fee of $20 includes the round 
table discussions. A postclinical tour of Mexico will extend from 
March 15-29. The trip includes lectures and visits to hospitals 
as well as an extensive program of sightseeing. Physicians who 
wish to join the tour should address Mrs. Irma B. Sherwood, 
Executive Secretary, Room 103, 1430 Tulane Ave, New 
Orleans 12. 


MASSACHUSETTS 
Chemical Specificity in Biological Interacti Semi on 
this subject are being presented at Harvard University during 
February and March. Their purpose is to assess the knowledge 
in a field that is important in understanding the chemical nature 
of interactions of enzymes and metals and of lipoproteins and 
steroid hormones presumed to be characteristic of bodily pro- 
cesses. The eight meetings, all on Thursdays except the last on 
Friday, March 28, are being held at 4:30 p. m. in Harvard Hall 
under the auspices of the Harvard University Laboratory of 
Physical Chemistry Related to Medicine and Public Health. 
The remaining seminar speakers are as follows: 
Feb. 21, Jack Schubert, Ph.D., Chicago, Metal Organic Complexes and 
Their Relations to Metai-Protein Specificity. 
March 6, Carl F. Cori, St. Louis, Enzymatic Synthesis of Polysaccharides. 
March 13, Thomas F. Gallagher, Ph.D., New York, and Richard B. 
Turner, Ph.D., Houston, Texas, Studies on the Structure, Properties 
and Reactivity of Steroids. 
March 20, Vincent du Vigneaud, Ph.D., New York, Studies on the 
Hormones of the Posterior Pituitary. 
March 27, Waldo E. Cohn, Ph.D., Oak Ridge, Tenn., Influence of Ion 


Exchange Chromatography upon Our Concept of the Structure of. 
Nucleic Acid. 


March 28, Shields Warren, Boston, Effects of X-Ray and Other Radia- 
tion on Proteins and Living Tissues. 


MICHIGAN 


Michigan Clinical Institute.—This institute will be held at the 
Sheraton-Cadillac Hotel, Detroit, March 12-14. The program 
will emphasize diagnosis and treatment. Forty lecturers and 
clinicians will appear on the program, which has been divided 
among the subjects surgery, obstetrics and pediatrics, medicine, 
adult health, heart, and metabolic diseases. Out-of-state speakers 
are as follows: 
Truman G. Blocker Jr., Galveston, Texas, Treatment of Burns. 
Edward J. McCormick, Toledo, Ohio, Surgery of Traumatism. 
Oscar Swineford Jr., Charlottesville, Va., Hay Fever and Asthma. 
Garfield G. Duncan, Philadelphia, Management of Diabetes. 
Jay A. Myers, Minneapolis, Diagnosis of Early Tuberculosis. 
Charles F. Wilkinson Jr., New York, Arteriosclerosis. 
Raymond O. Muether, St. Louis, Differential Diagnosis of Jaundice. 
Richard H. Freyberg, New York, Arthritis. 
Franklin M. Hanger, New York, Cirrhosis of the Liver. 
The following speakers will address those attending the sub- 
scription luncheons: 
March 12, Howard A. Rusk, New York, Dynamic Therapeutics in 
Chronic Disease. 
March 13, Lauren V. Ackerman, St. Louis, R. S. Sykes Lecture, Benign 
and Borderline Epithelial Tumors of Large Bowel. 
March 14, Samuel A. Levine, Boston, Importance of History and 
Physical Examination in Diagnosis of Heart Disease. 
Dr. Norvin Keifer, Washington, D. C., director of health and — 
special weapons defense division of the Federal Civil Defense 
Administration, will speak on “The Physician in Civil Defense” 
March 12 at 8:30 p. m. at the annual civil defense meeting to be 
held during the institute. The civil defense meeting is co- 
sponsored by the Wayne County Medical Society, Michigan 
Clinical Institute, and the Michigan State Medical Society. 


MONTANA 

State Association Interim Session.—This session of the Montana 
Medical Association will be held at the Placer Hotel in Helena 
Feb. 29 through March 1. The scientific program will be held 
on Saturday. The guest speaker at the banquet Feb. 29 will be 
Dr. R. B. Robins of Camden, Ark., who will speak on “Medicine 
and This Changing World.” 


NEW JERSEY 

Course in Diseases of the Chest.—The New Jersey Chapter of 
the American College of Chest Physicians and the New Jersey 
Academy of General Practice are sponsoring postgraduate lec- 
tures on four consecutive Wednesdays at 1:30 p. m. beginning 
Feb. 20 at the Essex House on Broad Street in Newark. A re- 
view of the latest procedures used in the diagnosis and treatment 
of chest diseases will be presented by physicians, most of whom 
are from New York and Philadelphia. A fee of $25 must ac- 
company registration. Interns and residents will be accepted at 
a fee of $10. Checks should be made payable to the college and 
sent to Dr. J. R. Herradora, 2750 Blvd., Jersey City, N. J. 
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State Heart Association Meeting —The New Jersey Heart As- 
sociation will hold a scientific session March 19 at the Academy 
of Medicine in Newark, beginning at 2 p. m. Papers will be 
presented by the following out-of-state speakers: 
J. Russeil Elkinton, Philadelphia, Sodium and Potassium Metabolism in 
Cardiacs. 
Charles L, Burstein, New York, The Heart During Anesthesia. 
Harry Mandelbaum, New York, Ballistocardiography in Medical Practice. 
Dwight E. Harken, Boston, Surgery of Cardiac Disease. 
Leo M. Taran, New York, Modern Diagnosis and Treatment of Rheu- 
matic Fever and Its Complications. 
Stewart Wolf, New York, Circulatory Responses to Life Situations. 


NEW YORK 

Hospital News.—The new three story million dollar wing of the 
Terrace Heights Hospital, Hollis, which was dedicated January 
13, is equipped to care for 70 patients and increases the hos- 
pital’s bed capacity to 109. 


Personal.—Dr. Stiles D. Ezell of Middletown has been appointed 
secretary of the state board of medical examiners, effective 
Feb. 15, succeeding Dr. Jacob L. Lochner Jr. of Albany, who 
has become assistant medical director of the state workmen’s 
compensation board. 


New York City 

Society News.—Drs. George Stein and L. Hyman Gold of 
Montefiore Hospital will present a paper entitled “Oral Lesions 
in Nutritional Deficiencies: An Experimental and Clinical Study” 
at the monthly conference of the New York Institute of Clinical 
Oral Pathology Feb. 25 at the New York Academy of Medicine, 
Room 440, at 9 p. m. 


Separate Department of at Columbia.—Dr. 
Emanuel M. Papper, professor of anesthesiology, has been ap- 
pointed head of the newly formed department of anesthesiology 
at Columbia University College of Physicians and Surgeons. 
The study and teaching of anesthesiology previously had been 
conducted under the direction of the department of surgery. 
With a faculty of 13 the department will expand its research 
facilities. 


Course in Radiologic Physics—The 20th course in the field of 
atomic physics will be offered by Columbia University in the 
spring session. The course will be given in the School of General 
Studies by Edith H. Quimby, associate professor of radiology, 
and Carl Braestrup, associate in radiology, who is director of 
the Physics Laboratory for the New York Gity Department of 
- Hospitals. The course is designed to meet the needs of non- 
medical personnel in industry and research who are using various 
forms of radiation in their every-day work. After a survey of 
the basic physical facts and theory of radiation, the course treats 
of such topics as radiation measurement, dosage problems in the 
use of x-rays and radium, protection against radiation, radio- 
biology, and the use of radioactive isotopes. 


Fetal Salvage Clinic.—A preconception fetal salvage clinic, the 
first in the metropolitan New York area, has been opened at 
the Beth-El Hospital, Brooklyn. The aim of the clinic is to help 
couples who have a history of miscarriage, premature births, 
stillbirths, or a congenitally defective infant. In addition to a 
physical examination including an endocrine study, blood 
chemistry and serological studies, urinalysis, biopsy, and semen 
analysis, there will be interviews by psychiatrists, nutritionists, 
and social workers. Twenty-five physicians are assigned to work 
in the clinic. The first patients being tested are from the hospital’s 
prenatal clinic or have been accepted from referrals of private 
physicians. A similar clinic, which is reported to be the first in 
the country, was started recently at the State University of New 
York College of Medicine at Syracuse. 


PENNSYLVANIA 

Hospital News.—Construction of two new wings of the 
Memorial Hospital of Monongahela was scheduled to begin in 
January. The additions, to cost about $900,000, will expand the 
present facility of 100 beds to 140. 
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Philadelphia . 

Virus Laboratory.—The Langbord Virus Laboratory is now 
being established at the Hahnemann Medical College and Hos- 
pital of Philadelphia under the direction and supervision of 
Amedeo Bondi, Ph.D., head of the department of bacteriology. 
The laboratory is made possible through an initial gift of $10,000 
to the college by friends of Dr. Joseph Langbord, medical di- 
rector of the Sidney Hillman Center of Philadelphia. 


Dr. Dixon Becomes Health Commissioner.—Dr. James P. Dixon, 
manager of the department of health and hospitals, Denver, be- 
came commissioner of health Jan. 7, succeeding Dr. Rufus S. 
Reeves, who has been director of public health since 1944. The 
title of director of public health was changed under the new city 
charter which became effective in January. Dr. Dixon was 
director of the municipal hospital in Denver and had been di- 
rector of the city’s combined department of health and hospitals. 
He was also an assistant professor in the department of pre- 
ventive medicine and public health at the University of Colorado 
School of Medicine. 


Grant to Aid New Teaching Progr To implement a new 
“doctor-in-training” program instituted at the University of 
Pennsylvania, the Commonwealth Fund of New York has 
awarded a grant of $22,500 annually for two years. Under the 
new program students in the first year of their medical education 
are assigned to individual families in the Philadeiphia area, 
whom they serve until their graduation as family health advisors 
with close faculty supervision. The grant to the university is 
made in favor of the department of public health and pre- 
ventive medicine, of which Dr. John P. Hubbard is chairman. 
The Commonwealth Fund allotments are earmarked specifically 
for support of the “doctor-in-training” phase of the public health 
program at the university. 


TENNESSEE 


Appointed Professor of Surgery at Vanderbilt—Dr. Henry W. 
Scott Jr., associate professor of surgery, Johns Hopkins Hospital, 
Baltimore, has been appointed professor of surgery at Vander- 
bilt University School of Medicine and surgeon-in-chief to the 
Vanderbilt University Hospital, succeeding Dr. Barney Brooks, 
who will become professor emeritus. Dr. Scott was appointed 
instructor in surgery at Johns Hopkins School of Medicine in 
1946, was promoted to assistant professor of surgery in 1948, 
and to associate professor in 1950. Dr. Brooks came to Vander- 
bilt University School of Medicine 25 years ago. 


TEXAS 


Visiting Lecturer—Ludwig von Bertalanffy, Ph.D., of the de- 
partment of biology of the University of Ottawa, Canada, as 
guest speaker at the University of Texas School of Medicine, 
Galveston, March 10-12, will discuss three subjects, “Quantita- 
tive Laws in Metabolism, Growth, and Morphogenesis,” “The 
System Concept in Biology,” and “Dynamic Models in Psy- 
chology.” 


Fort Worth Heart Program.—In 26 months of operation the 
Fort Worth Heart Association’s mobile health unit has checked 
15,111 persons in 183 local business establishments for heart 
disease. Of the total surveyed, 1,180 were either suspected of 
having heart disease or were classified as borderline cases. The 
mobile unit is being used to create a public consciousness of 
heart disease, thus bringing about direct treatment of many cases 
that otherwise might go untreated. In conjunction with the serv- 
ices, the association sponsors a free cardiac clinic and weekly 
cardiac conferences. Persons with suspected heart disease uncov- 
ered by the survey team who cannot afford private treatment 
and who are otherwise eligible for City-County Hospital aid are 
referred to the clinic for further diagnosis and prolonged treat- 
ment. More then 200 persons are presently being treated. Vol- 
unteers from the Fort Worth Club of Internists staff the clinic 
on a rotating quarterly basis, four to six serving at a time. Private 
physicians and the cardiac clinic staff submit cases to the cardiac 
conference held each Thursday for diagnosis and suggested 
treatment. This method makes possible a valuable teaching tool 
for the doctors, and also serves as a check on the diagnosis made 
by any one physician. The conference is a required part of the 
training of interns and the resident staff of the City-County, 
Hospital. 
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WASHINGTON 


University Appointments.—Dr. George G. Sutherland has been 
appointed clinical associate professor in psychiatry at the Uni- 
versity of Washington School of Medicine, Seattle. Frank M. 
Huennekens Jr., Ph.D., has been made assistant professor in the 
department of biochemistry. 


Society News.—Dr. Clark C. Goss became president of the King 
County Medical Society for 1952 and Dr. Merrill Shaw was 
voted president-elect at the election January 7. Dr. Frederick A. 
Tucker was elected to a second term as secretary-treasurer. All 
three are residents of Seattle. 


WESY VIRGINIA 

Society News.—Dr. William P. Warden of Charles Town has 
been elected president of the Eastern Panhandle Medical Society 
to serve during 1952. Dr. George O. Martin of Martinsburg was 
reelected secretary-treasurer. 


Future Nurse Club.—A “Future Nurse Club,” the first in West 
Virginia, has been organized at Harrisville High School as the 
result of work by the Woman’s Auxiliary to the Harrison County 
Medical Society. The organization of the new club followed the 
suggestion by Mrs. John F. McCuskey of Clarksburg, president 
of the state auxiliary; that students interested in nursing band 
together and form clubs similar to future teacher, future home- 
maker, and future farmer clubs. The main purpose of the or- 
ganization, which now has 22 members, is to help alleviate the 
acute shortage of nurses in this state, and it is part of the nurses 
recruitment program of the Harrison auxiliary. The girls visited 
each department of St. Mary’s School of Nursing and the Union 
Protestant School of Nursing in Clarksburg. Several members 
of the state and Harrison County auxiliaries accompanied them. 


WISCONSIN 

Study of Susceptibility to Poliomyelitis—An $8,110 March of 
Dimes grant has been presented to the University of Wisconsin 
Medical School, Madison, for study of the effect of certain 
chemicals on susceptibility to experimental poliomyelitis. The 
funds will be used by Dr. Aaron F. Rasmussen, associate pro- 
fessor of medical microbiology and preventive medicine. He will 
collaborate with Paul F. Clark, Ph.D., and Conrad A. Elvehjem, 
Ph.D. 


GENERAL 


Society Elections—Among the officers of the International 
Society of Angiology for 1951-1953 are Dr. Emile F. Holman, 
San Francisco, president, and Dr. Henry Haimovici, 105 East 
90th St., New York 28, secretary-treasurer. 


Research in Problems of Sex.—The Committee for Research in 
Problems of Sex of the National Research Council expects to 
have a few thousand dollars available for new grants-in-aid 
during the fiscal period July 1, 1952, to June 30, 1953. Applica- 
tions will be received yntil March 15. Blanks may be obtained 
from the Division of Medical Sciences, National Research 
Council, 2101 Constitution Ave., Washington 25, D. C. 


Orthopsychiatric Association Meeting.—The annual meeting of 
the American Orthopsychiatric Association will be held in the 
Chalfonte-Haddon Hall Hotels, Atlantic City, N. J., Feb. 25-27 
under the presidency of Dr. James M. Cunningham, Detroit. 
The program has been divided into section meetings that will 
take up problems of diagnosis and therapy. There will be a 
series of case workshops and exhibits. The registration fee for 
nonmembers is $4. 


Foundation Prize for Cerebral Palsy Paper.—The Louis Lefkoe 
Memorial Foundation offers a prize of $500 for the most worth- 
while original contribution to the medical knowledge of cerebral 
palsy. The paper, which may cover any aspect of the subject, is 
to be submitted to the trustees of the foundation, 601 Medicai 
Arts Building, 16th and Walnut Streets, Philadelphia 2, on or 
before September 1, 1952. The prize is open to anyone who can 
‘contribute to the medical knowledge of the subject. 
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Interurban Neurosurgical Society.—This society will meet at 
the University Club of Chicago Feb. 23 at 9 a. m. The program, 
which may be heard by invitation only, is as follows: 
H. Russell Meyers, lowa City, Experimental Studies in the Hyperkinetic 
Disorders. 
Donald D. Matson, Boston, Treatment of Congenital Hydrocephalus. 
Kermit Christensen, Ph.D., St. Louis, Sympathetic Nerve Supply of 
Cerebral Blood Vessels. 
Max S. Sadove, Chicago, Anesthesia in Neurosurgery. 


Pan-American Ophthalmologic Congress.—At the congress of 
the Pan-American Ophthalmological Association in Mexico City 
in January a gold medal was presented to Dr. Alberto Vazquez 
Barriere of Uruguay for his contributions to ophthalmology. 
Mrs. Audrey Hayden Gradle, widow of Dr. Harry S. Gradle, 
Chicago, founder of the association, was named executive di- 
rector of blindness prevention activities. Mrs. Gradle is a former 
executive director of the Illinois Society for the Prevention of 
Blindness. The congress was attended by 1,200 delegates from 
22 nations; its next meeting will be in Santiago, Chile, in Jan., 
1956. 


Southeastern Allergy Association.—This association will hold 
its annual meeting March 21-22 at the Bon Air Hotel in Augusta, 
Ga., under the presidency of Dr. Lester C. Todd. The program 
includes two symposiums, one on the allergic personality with 
Dr. Hal M. Davison, Atlanta, Ga., as moderator. Participants 
will be Drs. Lamar B. Peacock, Atlanta, William A. Thornhill 
Jr., Charleston, W. Va., and J. Asa Shield, Richmond. Va. The 
endocrine system will be discussed March 22 by Dr. James C. 
Overall, Nashville, Tenn., from the pediatric standpoint, and | 
by Dr. Oscar Swineford, Charlottesville, Va., from the adult 
standpoint. The banquet will be held March 21 at 7:30 p. m. 


Gibbs Memorial Prize—The New York Academy of Medicine 
has a sum of $2,000 available in 1952 under the Edward N. 
Gibbs Memorial Prize for original research in diseases of the 
kidney. This is a grant-in-aid and is not for work already done. 
Candidates must be physicians who have been graduated at 
least three years and are residents of the United States. They 
shall submit evidence of research already performed and pro- 
tocols of proposed research on the physiology of kidney func- 
tion, etiology, pathology, or new methods of treatment. of dis- 
eases of the kidney. Applications with the required evidence 
should be mailed prior to April 15 to Dr. Robert F. Loeb, 
Chairman, The Gibbs Prize Committee, Presbyterian Hospital, 
622 West 168 St., New York 32. 


Openings for Study of Radiologic Pathology.—The Registry of 
Radiologic Pathology, sponsored by the American College of 
Radiology, the American Roentgen Ray Society, and the Radio- 
logical Society of North America at the Armed Forces Institute 
of Pathology, Washington, D. C., offers an appointment for 
study and correlation of the voluminous roentgenologic and 
pathological material at the institute under the supervision of 
skilled pathologists. Appointments begin on October 1, Janu- 
ary 1, April 1, and July 1, all for a period of six months each, 
and carry a stipend of $250 per month. Applicants must have 


completed a minimum of two years of training in an approved 


residency in radiology, preferable with six months of pathology. 
Preference will be given to applicants who have compketed an 
approved residency in radiology or are eligible for the Board of 
Radiology examination. For information apply to Dr. Aubrey 
O.’‘Hampton, Secretary, Inter-Society Committee for the Regis- 
try of Radiological Pathology, Garfield Memorial Hospital, 10th 
and Florida Ave., N. W., Washington, D. C. 


William Stewart Halsted Centennial.—The centenary celebration 


of the birth of Dr. William Stewart Halsted was held Feb. 7 at 
Johns Hopkins Hospital, Baltimore, in conjunction with meetings 
of the Society of University Surgeons, the Society of Clinical ~ 
Surgery, and the Halsted Club. Dr. Emile F. Holman, San 
Francisco, presided at the centenary program. Detlev W. Bronk, 
Ph.D., president of Johns Hopkins University, opened the meet- 
ing. Papers were presented by some of the former associates of 
Dr. Halsted: Drs. James Mitchell, Samuel J. Crowe, Bertram 
M. Bernheim, Arthur M. Shipley, and Edwards A. Park, all of 
Baltimore; Willis D. Gatch, Indianapolis, and Frederick L. 
Reichert, San Francisco. Others who presented papers were 


148 


562 MEDICAL NEWS 


Drs. Alan M. Chesney, Warfield M. Firor, William F. Rienhoff 
Jr., Richard H. Follis Jr., all of Baltimore; Emil Goetsch, 
Brooklyn; Samuel C. Harvey, New Haven, Conn.; B. Noland 
Carter, Cincinnati; David H. Patey, London, England, and Miss 
Margaret Boise. The Halsted centennial dinner was held at the 
Lord Baltimore Hotel. After-dinner speakers were Dr. René 
Leriche, Paris, and Dr. Allen O. Whipple, New York. Dr. 
Halsted was the first head of the department of surgery estab- 
lished in 1889 at Johns Hopkins Hospital. 


American Academy of Forensic Sciences.—The fourth annual 
meeting of this organization will be held March 6-8 at the Bilt- 
more Hotel, Atlanta, Ga., under the presidency of Dr. Samuel A. 
Levinson, Chicago. Papers will be read on forensic pathology, 
toxicology, and psychiatry, and on police science at general ses- 
sions and at special section meetings. Additional subjects to be 
presented at the general sessions include: 
Problems of Administration in a State-Wide Medical Examiners System, 
Geoffrey T. Mann, Richmond. 
A Two Year Analysis of Cases Investigated in a State-Wide Medical 
Examiners System, Harold L. Beddoe, Richmond. 
The Computation of Age in Medico-Legal Practice in India, H. S. Mehta, 
Bombay, India. 
Age of Skeletal Remains, William E. B. Hall, Chambersburg, Pa. 
The Detection of Blood, William E. B. Hall, Chambersburg, Pa. 
Pitfalls in the Examination of the Offender in the Report to the Court, 
Lowell S. Selling, Orlando, Fla. 
Foeticide, Infanticide, Concealment of Birth or Death, Louis J. Regan, 
Los Angeles. 
Perversion of Science in Criminal and Civil Investigations, Mr. Fred E. 
Inbau, Chicago. 
Fraternity Proceedings, A Changing Concept, Mr. Sidney B. Schatkin, 
New York. 


Mathematics Applied to the Lie Detector Test Analysis, Mr. Paul L. 
Wilhelm, Michigan City, Ind. 

The St. Louis Metropolitan Police Department's Study of Sex Moles- 
tation Patterns for 1950, Mr. Arthur C. Meyers Jr., St. Louis, Part 
One: Val B. Satterfield, St. Louis, Part Two. 

At the banquet Friday at 7 p. m., Mr. Eugene Cook, state attor- 
ney general of Georgia, will speak on “Forgotten Laws.” All 
interested are urged to attend the meeting. Prof. Ralph Turner, 
Michigan State College, East Lansing, is academy secretary. 


93,000 Accidental Deaths.—The National Safety Council, 
Chicago, reports that 93,000 persons were killed in accidents 
during 1951, and 9,100,000 were injured at an economic loss 
of $8 billion. The death toll was 4,000 greater than in 1950. 
Motor vehicle accidents were the nation’s leading accident killer, 
with home accidents second. The motor vehicle death toll was 
the highest in a decade. Only three years—1936, 1937, and 1941 
—exceeded 1951's total of 37,500 traffic deaths. The 1951 all- 
accident death rate was 60.6 per 100,000 population. This is the 
second lowest rate on record, bettered only by the record low 
rate of 58.8 in 1950, and it is 21% under the rate of 76.3 for 
1941. One out of every 17 persons in the United States suffered 
a disabling injury in 1951. The estimated economic loss of 
$8 billion from accidents in 1951 covers both fatal and nonfatal 
accidents and includes wage losses, medical expense, and over- 
head costs of insurance for all accidents, production delays, 
damage to equipment in occupational accidents, and property 
damage from traffic accidents and fires. Falls, always a heavy 
killer, brought death to 18,500 persons in 1951; deaths from 
burns numbered 7,000; drownings totaled 6,200, and deaths by 
firearms 2,400. Catastrophes in which the toll was at least five 
lives occurred more frequently in 1951 than in 1950. Up to the 
closing days of 1951 the number of deaths in such catastrophes 
totaled about 1,800, according to the Metropolitan Life In- 
surance Company, an increase of about 300 over 1950. Five 
catastrophes in 1951 caused 50 or more deaths each: The 
December coal mine explosion in Illinois, a suburban train 
wreck in New Jersey, a crash by a nonscheduled plane in New 
Jersey, and two crashes by scheduled air transports, one in 


Colorado and the other in California. Six other catastrophes 


caused from 25 to 49 deaths. 

In addition to the fatalities, 1951 traffic accidents caused about 
1,300,000 nonfatal injuries, and property loss estimated at 
$1.4 billion. Of the 45 states reporting complete motor vehicle 
deaths for the year, only 10 had decreases from 1950 while 34 
had increases. Rhode Island led the 10 states showing reductions 
with a decrease of 19%. Among cities with more than 200,000 
population, Akron, Ohio, had the largest reduction in fatalities, 
48% below 1950. Jacksonville, Fla., was next with a 39% drop, 
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and Memphis followed with a 38% decrease. Forty-nine cities 
of 10,000 population or more completed the year without a 
traffic death. Ann Arbor, Mich., with a population of 48,300 
was the largest city to achieve this record. Eau Claire, Wis., 
was second and Watertown, N. Y., was third. 

The home accident death total in 1951 was about 27,000. 
Disabling injuries from home accidents numbered 4,000,000, 
and wage loss, medical expense, and the overhead costs of in- 
surance totaled about $600 million. 

Deaths from occupational accidents totaled 16,000, about 3% 
more than in 1950. Disabling injuries from work accidents num- 
bered about 2,000,000. Economic loss from occupational ac- 
cidents totaled about $2.6 billion. Coal mine deaths totaled 790 
in 1951, 23% more than the 1950 figure. Railroad employee 
fatalities were 249 in the first eight months, an increase of 19%; 
and injuries for eight months were up 16% to a total of 15,407. 
Deaths to workers from all accident causes totaled 50,000; of 
these 16,000 occurred on the job and 34,000 off the job. This is 
a 5% increase from 1950. Injuries were about 4,600,000, repre- 
senting a total time loss of 340,000,000 man-days. 

Nine accidents occurred in domestic passenger-carrying 
operations of scheduled air transports. The passenger death rate 
per 100,000,000 passenger-miles in 1951, based on preliminary 
information, was 1.3, compared with 1.1 in 1950. 


FOREIGN 


Meeting of German Roentgen Society—The congress of this 
society will meet April 28-30 at Wiesbaden under the chairman- 
ship of Dr. Gerhard Hammer, Stadt. Krankenanstalten, Strahlen- 
institut, Niirnberg, Flurstrasse 17. Subjects to be discussed will 
be the roentgenographic diagnosis of bone changes in diseases 
of the blood, radioactive isotopes in diagnosis, radiation therapy 
of diseases of the hemopoietic system, and radiobiologic investi- 
gations on radiation protection. 


CORRECTION 


Current Trends in Immunization.—In the article by Dr. Aims 
C. McGuinness in THE JouRNAL, Jan. 26, 1952, page 264, in the 
third line of the paragraph on scarlet fever, the words “negative 
Dick tests” should read “positive Dick tests.” 


MEETINGS 


AMERICAN ACADEMY OF ALLERGY, Hotel Sherman, Chicago, Feb. 18-20. 
Dr. Ben Z. Rappaport, 208 East Wisconsin Ave., Milwaukee 2, Secretary. 

AMERICAN ACADEMY OF ForeNsic Sciences, Biltmore Hotel, Atlanta, Ga., 
March 6-8. Prof. Ralph F. Turner, Michigan State College Dept. of 
Police Administration, East Lansing, Mich., Secretary. 

AMERICAN ACADEMY OF GENERAL Practice, Atlantic City, N. J., March 
24-27. Mr. Mac F. Cahal, 406 West 34th St., Kansas City 2, Mo., Execu- 
tive Secretary. 

AMERICAN ASSOCIATION OF ANATOMISTS, Providence, R. I., March 19-21, 
Dr. Normand L. Hoerr. 2109 Adelbert Road, Cleveland 6, Secretary, 

AMERICAN ASSOCIATION OF PATHOLOGISTS AND BACTERIOLOGISTS, New York, 
April 10-12. Dr. Alan R. Moritz, 2085 Adelbert Road, Cleveland 6, 
Secretary. 

AMERICAN ASSOCIATION OF RAILWAY SURGEONS, Drake Hotel 
April 1-3. Dr. Chester C. Guy, 5800 Stony Island Ave., 
Secretary. 

AMERICAN COLLEGE OF ALLERGISTS, William Penn Hotel, Pittsburgh, April 
7-9. Dr. Fred W. Wittich, 423 LaSalle Medical Bidg., Minneapolis 2, 
Secretary. 

AMERICAN COLLEGE OF SURGEONS, SECTIONAL MERTING 

Quebec, Can., Chateau Frontenac, Feb. 18-19. Dr. Pant A. Poliquin, 
71 St. Ann St., Quebec, Can., Chairman 

Minneapolis, Radisson Hotel, March 24-26. ‘Dr. Harvey Nelson, 78 South 
Sth St., Minneapolis 2, Chairman. 

Tucson, Ariz., Pioneer Hotel, April 7-9. Dr. Meade Clyne, 110 South 
Scott St., Tucson, Chairman. 

Vancouver, B. C., Vancouver Hotel, March 31-April 4. Dr. J. Russell 
Neilson, 925 West Georgia St., Vancouver, B. C., Chairman. 

AMERICAN CONGRESS ON OBSTETRICS AND GYNECOLOGY, Netherlands-Plaza 
Hotel, Cincinnati, March 31-April 4. Dr. Luella E. Nadelhoffer, 116 
South Michigan Ave., Chicago 3, Secretary. 

AMERICAN PsycHosomatTic Society, Chicago, March 29-30. Dr. Frederick 
C. Redlich, 551 Madison Avenue, New York 22, Secretary. 

CENTRAL SURGICAL ASSOCIATION, Toronto, Can., March 6-8. Dr. James T. 
Priestley, 102 Second Avenue S.W., Rochester, Minn., Secretary. 

CxHicaGo MEpicaL Society ANNUAL CLINICAL CONFERENCE, Palmer House, 
Chicago, March 4-7, Dr. Walter C. Bornemeier, 86 East Randolph St., 
Chicago 1, Secretary. 
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MICHIGAN CLINICAL INSTITUTE, Book-Cadillac Hotel, Detroit, March 12-14. 
Dr. H. G. Cummings, 606 Townsend St., Lansing 15, Chairman. 

Missourt State MEpIcAL AssoOciATION, Hotel Jefferson, St. Louis, March 
30-April 2. Dr. H. E. Petersen, 634 North Grand Blvd., St. Louis 3, 
Secretary. 

NATIONAL CONFERENCE ON RuRAL HEALTH, Shirley-Savoy Hotel, Denver, 
Feb. 28-Mar. 1. Dr. F. S. Crockett, 535 North Dearborn St., Chicago 10, 
Chairman. 

New GRADUATE MEDICAL ASSEMBLY, Municipal Auditorium, New 
Orleans, March 10-13. Dr. Woodward D. Beacham, 1430 Tulane Ave., 
Room 105, New Orleans 12, Secretary. 

NortuH PactrFic Socrety oF INTERNAL Mepicine, Portland, Ore., March 22. 
Dr. R. L. King, 1115 Terry Ave., Seattle 1, Secretary. 

Pacific Coast SURGICAL AssociATION, Del Monte, Calif., Feb. 26-29. Dr. 
Carleton Mathewson Jr., Stanford University Hospital, San Francisco, 
Secretary. 

PiepmMont Procroiocic Society, Charlotte, N. C., March 29-30. Dr. B. 
Richard Jackson, 224 Hillsboro St., Raleigh, N. C., Secretary. 

Post GRADUATE INSTITUTE OF THE PHILADELPHIA COUNTY MEDICAL SocIETy, 
Bellevue-Stratford Hotel, Philadelphia, April 1-4. Dr. Thomas M. 
Durant, 301 South 21st St., Philadelphia 3, Director. 

SOUTHEASTERN ALLERGY ASSOCIATION, Bon Air Hotel, Augusta, Ga., March 
21-22. Dr. Katharine B. MacInnis, i515 Bull St., Columbia 49, S. C., 
Secretary. 

SOUTHEASTERN SECTION, AMERICAN UROLOGICAL ASSOCIATION, Boca Raton, 
Fla., April 2-5. Dr. Russell B. Carson, Sweet Bidg., Fort Lauderdale, 
Fla., Secretary. 

SOUTHEASTERN SURGICAL CONGRESS, Atlanta, Ga., March 10-13. Dr, 
Benjamin J. Beasley, 701 Hurt Bidg., Atlanta 3, Ga., Secretary. 

SouTHWEST ALLERGY ForuM, Hote! Baker, Dallas, Texas, March 2-4 Dr. 
James Holman, Medical Arts Bldg., Dallas, Secretary. 

TENNESSEE STATE MEDICAL ASSOCIATION, Andrew Johnson Hotel, Knox- 
ville, April 7-9. Mr. V. O. Foster, 504 Doctors Bldg., Nashville 3, 
Executive Secretary. 

Tri-StaTES MEDICAL ASSOCIATION OF THE CAROLINAS AND VIRGINIA, Patrick 
Henry Hotel, Roanoke, Va., Feb. 18-19. Dr. James N. Northington, 306 
North Tryon St., Charlotte 2, N. C., Secretary. 

Unitrep States-Mexico Borper PusLic HEALTH ASSOCIATION, Monterrey, 
Nuevo Leon, Mexico, March 17-19. Dr. J. C. cpcnceiaiee 314 U. S. Court 
House, El Paso, Texas, Secretary. 

WESTERN SociETY OF ELECTRO-ENCEPHALOGRAPHY, Del Monte Lodge, Peb- 
ble Beach, Calif., March 2-3. Dr. Nicholas A. Bercel, 450 North Bedford 
Drive, Beverly Hills, Calif., Secretary. 


INTERNATIONAL 

AUSTRALASIAN Mepicat ConGress, Melbourne Victoria, Australia, Aug. 
22-30. Dr. C. H. Dickson, Medical Society Hall, 426 Albert St., East 
Melbourne, Victoria, Australia, Hon. General Secretary. 

COMMONWEALTH AND EMPIRE HEALTH AND TUBERCULOSIS CONFERENCE, 
Centra! Hall, London, England, July 8-13. Dr. J. H. Harley Williams, 
Tavistock House North, Tavistock Sq., London, W.C.1, England, Sec- 
retary General. 

CONGRESS OF THE INTERNATIONAL DIABETES FEDERATION, Leyden, Nether- 
lands, July 7-12. Dr. F. Gerritzen, 33, Prinsegracht, The Hague, Nether- 
lands, Secretary. 

European CONGRESS OF CarDIOLOGYy, University of London, Bloomsbury, 
W.C.1, England, Sept. 10-12. Dr. K. Shirley Smith, 35 Wimpole St., 
London, W.1, England, Secretary. 

EuROPEAN Society OF CARDIOVASCULAR SuRGERY, Strasbourg, France, Oct. 
3-4. Sir James Learmonth, Department of Surgery, University New 
Buildings, Edinburgh 8, Scotland. 

INTERAMERICAN CARDIOLOGICAL CONGRESS, Buenos Aires, Argentina, Aug. 
31-Sept. 7. Dr. Blas Moia, Larrea 1132, Buenos Aires, Argentina, 
Secretary-General. 

INTER-AMERICAN CONGRESS OF PUBLIC HeatTH, Havana, Cuba, Sept. 27- 
Oct. 1. Pan-American ee Bureau, 2001 Connecticut Ave., Wash- 
ington, D. C 

INTER-AMERICAN CONGRESS OF RADIOLOGY, Mexico City, Mexico, Nov. 2-6. 
Dr. Guido Torres Martinez, Marsella No. 11, Mexico, D.F., Sectetary- 
General. 

INTERNATIONAL COLLEGE OF SURGEONS, Madrid, Spain, May 20-24. Dr. 
Max Thorek, 850 West Irving Park Road, Chicago, Ill, U. S. A,, 
Secretary-General. 

INTERNATIONAL CONGRESS OF COMPARATIVE PATHOLOGY, Madrid, Spain, 
May 4-11. Prof. Carda-Aparici, Calle Fernando V1.8, Madrid, Spain, 
Secretary. 

INTERNATIONAL CONGRESS OF DERMATOLOGY AND SyYPHILOLOGY, London, 
England, July 21-26. Dr. Gordon B. Mitchell-Heggs, 5, Lisle St., 
London, W.C.2, England, General Secretary. 

INTERNATIONAL CONGRESS ON Danetes, Leyden, The Netherlands, July 
7-12. Dr. F. Gerritzen, 33, Prinsegracht, The Hague, Netherlands. 

INTERNATIONAL CONGRESS OF HAEMATOLOGY, Mar del Plata, Argentina, 
Sept. 21-26. Dr. Carlos Reussi, Anchorena 1710, Buenos Aires, Argen- 
tina, Secretary. 

INTERNATIONAL CONGRESS OF HEALTH TECHNICIANS, Palais de la Mutualite, 
Paris, France, June 9-14. Secretariat General, 6 Square Desaix, Paris 
XV°, France. 

INTERNATIONAL CONGRESS OF INTERNAL MEDICINE, Friends House, London, 
N.W.1, Eng. Sept. 15-18. Sir Harold Boldero, 12 Pall Mall East, 
London, S.W.1, England, Secretary. 

INTERNATIONAL CONGRESS OF LEGAL AND SociaL MEeEpicINe, Berne, Switzer- 
land, April 15-18. Prof. J. Dettling, 20, Buhlstrasse, Berne, Switzerland. 

INTERNATIONAL CONGRESS ON NEUROPATHOLOGY, Rome, Italy, Sept. 8-13. 
Dr. Armando Ferraro, 722 W. 168th St., New York, N. Y., U. S. A,, 
Secretary General. 

INTERNATIONAL CONGRESS OF OTO-NEURO-OPHTHALMOLOGY, Lisbon, Portugal, 
April 22-26. Prof. Diogo Furtado, Servico de Neurologia, Hospital dos 
Ca , Lisbon, Portugal, General Secretary. 
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INTERNATIONAL CONGRESS OF PHysicAL Mepicine, London, England, July 
14-19. Dr. A. C. Boyle, 45, Lincoln’s Inn Fields, London, W.C.2, 
England, Hon. Secretary. 

INTERNATIONAL CONGRESS FOR THERMALISM AND CLIMATOTHALASSOTHERAPY, 
Nice-Cannes, France, April 3-8 

INTERNATIONAL SociETY OF GEOGRAPHIC PATHOLOGY, Liége, Belgium, July 
15-18. Dr. Fred C. Roulet, Habelstr. 24, Basel, Switzerland, Secretary 
General. 

INTERNATIONAL UNION AGAINST TUBERCULOSIS, Rio de Janeiro, Brazil, 
Aug. 24-27. Prof. Etienne Bernard, 66 Bivd. St. Michel, Paris 6e, France, 
Secretary-General. 

Latin AMERICAN CONGRESS OF PuysicaL Mepicine, Panama City, R. P., 
. Feb. 24-29. Dr. Cassius Lopez de Victoria, 176 East 7ist St., New York, 
N. Y., U. S. A., Executive Director. 

NEURORADIOLOGIC SYMPOSIUM, Stockholm, Sweden, Sept. 17-20. Docent 
Ake Lindbom, Symposium Neuroradiologicum, Serafimerlasarettet, Stock- 
holm K., Sweden, Secretary. 

Pagi-AMERICAN CONGRESS OF GASTROENTEROLOGY, Mexico City, D.F., May 
11-17. Dr. R. Flores-Lopez, Calle Dr. Balmis, No. 148, Mexico City, 
D.F., Secretary. 

PAN-EUROPEAN CONGRESS OF GASTROENTEROLOGY, Bologna, Florence and 
Rome, Italy, April 20-26. Prof. Guido Bassi, Policlinic of St. Orsola, 
Bologna, Italy, Secretary. 

Worip Mepicat Association, Athens, Greece, Oct. 12-16. Dr. Louis H. 
Bauer, 2 East 103d St., New York 29, N. Y., Secretary General. 


EXAMINATIONS 
AND LICENSURE 


NATIONAL BOARD OF MEDICAL EXAMINERS 

NaTIONAL BoarD OF MepicaL Examiners: Part II, April 21-22; Parts I 
and II, June 16-18 or June 23-25; Part I, September. All centers where 
there are five or more candidates. Exec. Sec., Dr. John P. Hubbard, 225 
S. i5th St., Philadelphia 2. 


EXAMINING BOARDS IN SPECIALTIES 


AMERICAN BOARD OF ANESTHESIOLOGY: Various Locations, July 18. Final 
date for filing application was Jan. 18. Sec., Dr. C. B. Hickcox, 80 Sey- 
mour St., Hartford 15. 

AMERICAN BOARD OF DERMATOLOGY AND SYPHILOLOGY: Written. Various 
centers. March 1952. Orai. Chicago, May 1952. Final date for filing 
application was Feb. 1, 1952. Candidates for these tests must have com- 
pleted three years of approved training prior to July 1, 1952. Sec., Dr. 
George M. Lewis, 66 E. 66th St., New York 21. 

AMERICAN BOARD OF INTERNAL MEDICINE: Written. Various centers and 
overseas, Oct. 20. Closing date for the acceptance of applications for 
the written examination will be May 1. Oral. Cleveland, April 17-19; 
Chicago, June 5-7, San Francisco, September or October; New York 
City, November or December. Exec. Sec.-Treas., Dr. William A. Werrell, 
1 West Main Street, Madison 3. 

AMERICAN BOARD OF NEUROLOGICAL SURGERY: Oral. Chicago, May 1952, 
Final date for filing applications for the May 1952 examination was 
Jan. 1. Sec., Dr. W. J. German, 789 Howard Ave., New Haven 4, Conn. 

AMERICAN BOARD OF OBSTETRICS AND GYNECOLOGY: Oral. Chicago, June 
9-13, 1952. Final date for filing application was Feb. 1, 1952. Sec., Dr. 
Robert L. Fauikner, 2105 Adelbert Road, Cleveland 6. 

AMERICAN BOARD OF OPHTHALMOLOGY: Practical. Philadelphia, May 29- 
June 3; Chicago, Oct. 6-10 and New York City, June 6-10, 1953. Sec., 
Dr. Edwin B. Dunphy, 56 Ivie Road, Cape Cottage, Maine. 

AMERICAN BOARD OF OTOLARYNGOLOGY. Toror io, May 13-17; Chicago, Oct. 
6-10. Sec., Dr. Dean M. Lierle, University Hospitals, lowa City. 

AMERICAN BoarD oF PepiatTrics: Oral. St. Louis, Mo., Mar. 21-23; Wash- 
ington, D. C., May 3-5; San Francisco, late June; Chicago, October and 
Boston, late November. Exec. Sec., Dr. John McK. Mitchell, 6 Cushman 
Road, Rosemont, Pa. 

AMERICAN BOARD OF PHYSICAL MEDICINE AND REHABILITATION: Parts I 
and II. Chicago. June 8 and 9. Sec., Dr. Robert L. Bennett, Georgia 
Warm Springs Foundation, Warm Springs, Ga. 

AMERICAN BOarD OF PLastTic SuRGERY: Oral and Written. St. Louis, May 
17-19. Sec., Dr. Bradford Cannon, 4647 Pershing Ave., St. Louis 8. 

AMERICAN BOARD OF PREVENTIVE MEDICINE AND PusLic HEALTH. Written. 
Berkeley, Calif., Minneapolis, New Orleans and Baltimore. April 18. 
Sec., Dr. Ernest L. Stebbins, 615 N. Wolfe St., Baltimore. 

AMERICAN BoarD OF ProcToLoGy. Part I. Kansas City, Minneapolis, Phila- 
delphia and San Francisco. May 3. Examination includes both oral and 
written examinations in the basic sciences. Dates and places tentative. 
Sec., Dr. Louis A. Buie, 102-110 2d Ave., S.W., Rochester, Minn. 


‘AMERICAN BOARD OF PSYCHIATRY AND NEUROLOGY: Chicago, June 13-14. 


Final date for filing applications is March 15. New York City, Dec. 
15-16. Final date for filing applications is Sept. 15. Sec.-Treas., Dr 
David A. Boyd, Jr., 102-110 Second Ave. S.W., Rochester, Minn. 

AMERICAN Board oF RADIOLOGY: Oral. Spring 1952. Final date for filing 
application was Dec. 31. Sec., Dr. B. R. Kirklin, 102-110 Second Ave., 
S.W., Rochester, Minn. 

AMERICAN BOARD OF SurGERY: Written. Various Centers. March 1952. 
Final date for filing application was Dec. 1, 1951. The following written 
examination will be given in October 1952. Sec., Dr. J. Stewart Rodman, 
225 S. 15th St., Philadeiphia. 

BoarD OF THORACIC SURGERY: Various parts of the country. Written. Feb. 
29, 1952. Final date for filing application is Jan. 15. Sec., Dr. William 
'M. Tuttle, 1151 Taylor Ave., Detroit 2. 
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DEATHS 


Fitzpatrick, Charles Patrick, Lynwood, Calif.; born in Napanee, 
Ontario, Canada, in 1895; University of Toronto Faculty of 
Medicine, Toronto, Canada, 1920; member of the American 
Medical Association and the American Psychiatric Association; 
specialist certified by the American Board of Psychiatry and 
Neurology; at one time clinical director of Butler Hospital in 
Providence, R. I., and superintendent of State Hospital for 
Mental Diseases at Howard, R. I.; medical superintendent of 
Provincial Mental Institute in Edmonton, Alberta, Canada, from 
1929 to 1931; resident physician at the Compton Sanitarium 
from 1944 to 1947; lecturer in abnormal psychiatry at Brown 
University in Providence, R. I. from 1935 to 1943, and special 
lecturer of social psychiatry at Simmons College, Boston, 1938- 
1939; died recently, aged 56, of hypertensive arteriosclerotic 
heart disease. 


Croson, Franklin Roy © Clay Center, Kan.; born in Aledo, IIl., 
Sept. 5, 1892; Northwestern University Medical School, Chicago, 
1918; for many years a member of the council, immediate past 
president and formerly secretary of the Kansas Medical Society; 
the Student Loan Fund for the University of Kansas School of 
Medicine was established by the state society during his presi- 
dency and the fund will permanently be known as the Dr. Croson 
Memorial Student Loan Fund; past president and secretary of the 


Clay County Medical Society; on the staff of the Clay Center © 


Municipal Hospital; active in civic affairs and especially inter- 
ested in the Rotary Club, having attended a number of meetings 
of Rotary International; honorary member of the Clay Center 
Club, of which he had been president in 1931-1932; died in St. 
Joseph’s Hospital, Concordia, Nov. 7, aged 59, of aortic 
aneurysm. 


Ordway, Mabel Dyer @ Boston; born in Boston July 29, 1874; 
Tufts College Medical School, Boston, 1905; specialist certified 
by the American Board of Psychiatry and Neurology; member of 
the New England Women’s Medical Society, Association for 
Research in Nervous and Mental Diseases, American Psychi- 
atric Association, of which she had been secretary, and New 
England Society of Psychiatry; became a member of the staff 
of the Channing Sanitarium, Brookline in 1908; later a staff 
member at Massachusetts General Hospital, Boston City Hos- 
pital, and New England Hospital; superintendent of Glenside 
Hospital, which she founded in 1909; died Nov. 26, aged 77, 
of arteriosclerotic heart disease. 


Gelston, Clain Fanning ® San Francisco; born in Bay City, 
Mich., Dec. 7, 1890; University of California Medical School, 
San Francisco, 1915; assistant clinical professor of pediatrics 
at his alma mater; specialist certified by the American Board 
of Pediatrics; member of the American Academy of Pediatrics; 
served in France during World War I; decorated by the French 
government with the Medaille des Epidemies; in 1942 honorably 
discharged as a major in the medical reserve corps of the U. S. 
Army; chief of the department of pediatrics at the Children’s 
Hospital, where he was at one time medical director; consulting 
pediatrician, Mount Zion Hospital and Shriners’ Hospital for 
Crippled Children; visiting pediatrician, University of California 
and Stanford University hospitals; died Nov. 28, aged 60. 


Schenk, Erwin © Des Moines; born in Waterloo, lowa, Jan. 3, 
1871; New York Homeopathic Medical College and Hospital, 
New York, 1900; an Associate Fellow of the American Medical 
Association; served as a member and secretary of the lowa 
State Board of Medical Examiners; at one time professor of 
theory and practice of medicine at the State University of lowa 
College of Homeopathic Medicine in lowa City; affiliated with 
lowa Lutheran Hospital, Broadlawns Polk County Hospital, and 
the lowa Methodist Hospital, wherd he died Nov. 14, aged 80, 
of bronchopneumonia, prostatic hypertrophy, and cerebral 
arteriosclerosis. 


@ Indicates Fellow of the American Medical Association. 


Arthur, William Richard, Hampton, Iowa; State University of 
lowa College of Medicine, lowa City, 1907; died in the Lutheran 
Hospital Nov. 27, aged 73, of cerebrovascular accident, arterial 
hypertension, and nephrosclerosis. 


Brumwell, Dorus, King City, Calif.; Kentucky School of Medi- 
cine, Louisville, 1889; died Nov. 19, aged 92, of arteriosclerosis 
and epithelioma. 


Calhoun, Grant © Seattle; Cooper Medical College, San Fran- 
cisco, 1898; an Associate Fellow of the American Medical Asso- 
ciation; in 1909 president of the King County Medical Society; 
formerly superintendent of Morningside Hospital; died in Seattle 
General Hospital Oct. 9, aged 78, of carcinoma of the prostate. 


Camoesas, Joao Jose da Conceisao © Taunton, Mass.; Uni- 
versidade de Lisboa Faculdade de Medicina, Portugal, 1925; at 
one time minister of education in Portugal and a member of the 
Portugese Legislative Assembly; on the staff of Morton Hos- 
pital; died Nov. 11, aged 64, of coronary thrombosis. 


Connor, Robert W. ® Owensboro, Ky.; University of Louisville 
School of Medicine, 1915; affiliated with Owensboro-Daviess 
County Hospital; died Oct. 1, aged 65, of malignant hyper- 
tension. 


Conrad, Overton Llewellyn, Breeding, Ky.; Hospital College of . 


Medicine, Louisville, Ky., 1899; veteran of the Spanish-American 


War; died Nov. 4, aged 78, of myocardial infarction. 


Crawford, Jennings ® Cedar Rapids, lowa; Johns Hopkins Uni- 
versity School of Medicine, Baltimore, 1909; member of the 
American Urological Association; died Nov. 29, aged 68, of acute 
myocardial infarction and coronary arteriosclerosis. 


Deig, Albert A., Louisville, Ky.; Louisville Medical College, 
1894; died Oct. 7, aged 90. 


Dresel, Kurt Max, New York; Friedrich-Wilhelms-Universitat 
Medizinische Fakultat, Berlin, Prussia, Germany, 1917; member 
of the American Medical Association; died Oct. 30, aged 59, of 
coronary infarction. 


Edmunds, George Joseph, Pittsburgh; Medico-Chirurgical Col- 
lege of Philadelphia, 1910; served as thief medical examiner 
for the Baltimore and Ohio Railroad; died in Mercy Hospital 
Nov. 17, aged 66, of pneumonia. 


Evans, Kline Wilborn, Columbia, Tenn.; St. Louis University 
School of Medicine, 1944; member of the American Medical 
Association; served during World War II; on the staff of the 
Kings Daughters Hospital; died recently, aged 32, of polio- 
myelitis. 


Fellers, Andrew Burns, Palisade, Neb.; Denver and Gross Col- 
lege of Medicine, 1905; member of the American Medical Asso- 
ciation; died Nov. 22, aged 72. 


Fleming, Carl Marshall @ Rushville, Ill.; St. Louis College of 
Physicians and Surgeons, 1906; past president of the Schuyler 
County Medical Society; died in Mercy Hospital, Des Moines, 
Iowa, Nov. 25, aged 74, of cerebral hemorrhage. 


Fuller, Nathaniel Hall, Cuba, N. Y.; University of Michigan 
Department of Medicine and Surgery, Ann Arbor, 1901; member 
of the American Medical Association; past president of the 
Allegany County Medical Society; formerly county coroner; died 
Nov. 3, aged 76. 


Gamble, Robert Anderson © Madrid, Iowa; St. Louis College 


of Physicians and Surgeons, 1907; died in lowa Lutheran Hospi- 
tal, Des Moines, Nov. 22, aged 72, of coronary thrombosis. 


Girdner, William Haywood, Abernathy, Texas; Chattanooga 
(Tenn.) Medical College, 1905; member of the American Medi- 
cal Association; died recently, aged 79, of cerebral hemorrhage. 
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Gore, Randolph Cook, Loneoak, Ky.; Barnes Medical College, 
St. Louis, 1898; member of the American Medical Association; 
died Nov. 4, aged 76, of cerebral hemorrhage and arterio- 
sclerosis. 


Guilinger, Lowry M., Andover, Ohio; Chicago Homeopathic 
Medical College, 1898; died Nov. 14, aged 83. 


Head, Luther Jerrell, Penola, Va.; University College of Medi- 
cine, Richmond, 1903; for many years member of the county 
board of health and county school board; died in Johnston- 
Willis Hospital, Richmond, Nov. 8, aged 85. 


Johnston, William Harrison, Des Moines, Iowa; University of 
Illinois College of Medicine, Chicago, 1947; member of the 
American Medical Association; served during World War II; 
resident at the Veterans Administration Center, where he died 
Nov. 20, aged 29, of coronary occlusion. 


Junger, Emil Charles, Soldier, lowa; Sioux City College of Medi- 
cine, 1902; died in Lutheran Hospital, Sioux City, Nov. 23, aged 
77, of cerebral thrombosis and hypertension. 


Justice, Gaston B., Marion, N. C.; Atlanta College of Physicians 
~ and Surgeons, 1907; veteran of the Spanish-American War; died 
Nov. 4, aged 71, of coronary occlusion. 


Kibler, John Charles © Corry, Pa.; Baltimore University School 
of Medicine, 1905; served during World War I; examining physi- 
cian for the local school district for many years; on the staff of 
Corry Memorial Hospital; local physician for the Erie Railroad; 
died Nov. 25, aged 72, of arteriosclerotic heart disease. 


Klein, Isaac, Boston; Tufts College Medical School, Boston, 
1906; for many years physician for the Massachusetts State 
Boxing Commission; died Nov. 11, aged 67, of carcinoma of 
the liver. 


Luehrsmann Bernard H. ® Dyersville, Iowa; College of Physi- 
cians and Surgeons of Chicago, School of Medicine of the Uni- 
versity of Illinois, 1900; affiliated with St. Joseph Mercy and 
Xavier hospitals in Dubuque; died Nov. 28, aged 76, of carci- 
noma of the larynx. 


McKibben, James Thompson, Cincinnati; Medical College of 
Ohio, Cincinnati, 1891; died in Bethesda Hospital Nov. 11, aged 
84, of diabetes mellitus and pyelonephritis. 


Markey, James Barnie, Hopkinsville, Ky.; University of Louis- 
ville Medical Department, 1909; superintendent of the Western 
State Hospital; member of the American Psychiatric Associa- 
~tion; .died Nov. 2, aged 73. 


Mayers, Howard Doane, Fall River Mills, Calif.; Northwestern 
University Medical School, Chicago, 1934; member of the 
American Medical Association; certified by the National Board 
of Medical Examiners; died near San Jose, Nov. 2, aged 50, in 
an automobile accident. 


Mulloy, Joseph Jerry, Stephenville, Texas; Memphis (Tenn.) 
Hospital Medical College, 1893; Marion-Sims College of Medi- 
cine, St. Louis, 1899; member of the American Medical Asso- 
ciation; died recently, aged 78, of heart disease. 


Murphy, Frank Graham, Mason City, lowa; Howard University 
College of Medicine, Washington, D. C., 1893; died Nov. 17, 
aged 84, of chronic myocarditis and arteriosclerotic heart 
disease. 


Nevill, Paul Lee, Saluda, S. C.; Southern College of Medicine 
and Surgery, Atlanta, 1914; died Nov. 9, aged 63, of coronary 
thrombosis. 


Padget, Paul © Fort Howard, Md.; Johns Hopkins University 
School of Medicine, Baltimore, 1927; assistant professor of 
medicine at his alma mater; formerly instructor in medicine at 
the University of Maryland School of Medicine; specialist cer- 
tified by the American Board of Internal Medicine; served during 
World War II; chief of the medical service at the Veterans Ad- 
ministration Hospital; died suddenly Oct. 31, aged 46. 


Peck, John Dickinson, Summersville, W. Va.; Duke University 
School of Medicine, Durham, N. C., 1942; member of the 
American Medical Association; certified by the National Board 
of Medical Examiners; served in the medical reserve corps of the 
U. S. Army in England and Italy during World War II; killed in 
an automobile accident, Dec. 23, aged 34. 
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Peelle, Frank A., Wilmington, Ohio; Medical College of Ohio, 
Cincinnati, 1897; died in McMillen Sanitarium, Columbus, 
November 2, aged 83, of cerebral hemorrhage and cerebral 
arteriosclerosis. 


Pinkerton, Harry Blaine, Buffalo; Chicago Homeopathic Medi- 
cal College, 1903; College of Physicians and Surgeons of Chi- 
cago, School of Medicine of the Univesrity of Illinois, 1906; 
member of the American Medical Association; fellow of the 
American College of Surgeons; died November 29, aged 69, of 
a heart attack. 


Reilly, Joseph A., Kansas City, Mo. (licensed in Missouri in 
1898); died in Peralta’ Hospital, Oakland, November 10, aged 
70, of cardiac failure following left pneumonectomy for pul- 
monary tuberculosis. 


Richards, Dickinson Carlyle, Newark, N. J.; Creighton Uni- 
versity School of Medicine, Omaha, 1921; died Nov. 30, aged 58. 


Richardson, Robert W., Duncan, Okla. (licensed in Oklahoma 
in 1928); served as city health officer; died Nov. 1, aged 80, of 
a heart attack. 


Ross, Allan, Los Angeles; Western University Faculty of Medi- 
cine, London, Ont., Canada, 1908; died November 11, aged 65, 
of coronary thrombosis. 


Rowles, John Franklin ® Mahaffey, Pa.; Medico-Chururgical 
College of Philadelphia, 1904; died in Clearfield (Pa.) Hospital 
November 15, aged 82. 


Runde, Frederick William ®@ St. Louis; Marion-Sims College of 
Medicine, St. Louis, 1898; affiliated with Missouri Baptist Hos- 
pital; died Nov. 20, aged 77, of myocardial infarction. 


Schneller, John Johnson, Catasauqua, Pa.; University of Penn- 
sylvania School of Medicine, Philadelphia, 1938; member of the 
American Medical Association; member of the Civil Service 
Board; served during World War II; deputy coroner; on the staff 
of Sacred Heart Hospital in Allentown; director of the Lehigh 
National Bank; died in University of Pennsylvania Hospital, 
Philadelphia, Nov. 22, aged 37, of cerebral hemorrhage. 


Smoot, Charles E., Richmond, Ky.; Chicago Homeopathic Medi- 
cal College, 1899; died Oct. 23, aged 76, of coronary thrombosis. 


Southall, Oliver Samuel, Millville, Pa.; Temple University 
School of Medicine, Philadelphia, 1929; member of the Ameri- 
can Medical Association; on the staff of the Bloomsburg (Pa.) 
Hospital; served during World War I; died Nov. 23, aged 54. 


Trainor, Morgan Xenophon Lewis ® Chicago; Chicago Medical 
School, 1921; died in Illinois Central Hospital November 24, 
aged 66, of cerebral hemorrhage and hypertension. 


Weber, James August, Olney, IIl.; St. Louis University School of 
Medicine, 1912; member of the American Medical Association; 
one of the founders and owners of Olney Sanitarium, where he 
died Nov. 13, aged 64, of complications following an operation 
for carcinoma of the lung. 


Westervelt, William Alfred, Tempe, Ariz.; Medical College of 
Indiana, Indianapolis, 1894; veteran of the Spanish-American 
War; died Oct. 30, aged 81, of cerebral hemorrhage. 


Wickham, Archibald B. ® Phoenix, Ariz.; Detroit College of 
Medicine, 1904; member of the Michigan State Medical Society, 
American College of Chest Physicians, American Trudeau So- 
ciety, and the Radiological Society of North America; formerly 
practiced in Detroit; served as medical director of the East 
Lawn Sanatorium in Northville, Mich.; died October 27, aged 75, 
of coronary occlusion and arteriosclerosis. 


Zartman, Luke V. ® Columbus, Ohio; Johns Hopkins University 
School of Medicine, Baltimore, 1910; clinical professor of sur- 
gery at the Ohio State University College of Medicine; on the 
staffs of Ohio State University Hospital and St. Francis Hos- 
pital, where he died Nov. 27, aged 67, of myocardial infarction. 


Zivnuska, Jaros F. ® Milwaukee; Milwaukee Medical College, 
1905; past president of the Wisconsin Academy of Surgery; past 
president and, since Jan., 1951, honorary member of the staff 
of St. Luke’s Hospital; member of the board of directors of 
Johnston Emergency Hospital; died Nov. 24, aged 71, of 
carcinoma. 
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GOVERNMENT SERVICES 


DEPARTMENT OF DEFENSE 


The Number of Physicians Commissioned.—The Armed Forces 
Medical Policy Council in the office of the Secretary of Defense 
has announced that as of Jan. 1, 1952, 5,478 physicians and 
2,296 dentists who registered in priority 1 category under Public 
Law 779 have received commissions in the armed forces. Of this 
number, 4,476 physicians and 2,201 dentists have been ordered 
to active duty. The remaining 1,002 physicians and 95 dentists 
are, for the most part, persons under current consideration for 
call to active duty or those whose call has been temporarily 
delayed because of their essentiality. 

Public Law 779, which was passed in September, 1950, and is 
sometimes called the “doctor draft,” established four categories 
under which medical and dental specialists were required to 
register and also established the order of priority of these cate- 
gories for induction purposes. 

Physicians and dentists registered in priority 1 category are 
those who participated in an ASTP or V-12 program or were 
deferred from service during World War II to attend school at 
their own expense, and who have served less than 90 days in 
the armed forces, Coast Guard, or U. S. Public Health Service 
subsequent to the completion of their medical or dental educa- 
tion. To date, the armed forces have not had to go beyond the 
priority 1 category. 


Personal.—Dr. Randolph T. Major, scientific director, Merck 
& Company, Rahway, N. J., has been named chairman of the 
Research and Development Board Committee on Chemical 
Warfare. Dr. Major has served the Research and Development 
Board in various capacities since 1948, 


NAVY 


Rear Admiral Groesbeck Jr. Honored.—At a dinner, Jan. 29, 
at the Naval Medical Center, Bethesda, Md., Rear Adm. Ber- 
tram Groesbeck Jr., assistant chief of the Navy’s Bureau of 
Medicine and Surgery for Aviation and Operational Medicine, 
was honored when the Theodore C. Lyster Award for 1951 of 
the Aero Medical ‘Association was presented to him. The award 
is presented each year to the person who contributes most to 
the advancement in the field of aviation medicine. Selection of 
Admiral Groesbeck to receive the award was made at the annual 
meeting of the association held May 14-16, 1951, at Denver, 
Colo. 


Long-Range Research Program.—A conference was held Feb. 
6-7 at the Bureau of Medicine and Surgery, Washington, D. C., 
to formulate a long-range program of medical research in the 
Naval Medical Department; to collaborate the long-range plan 
with the Bio Sciences Division of the Office of Naval Research; 
and to review research projects that have been, or are being, 
carried out under the auspices of the Bureau of Medicine and 
Surgery. 

Rear Adm. Bertram Groesbeck Jr., assistant chief of the 
Bureau for Research and Medical Specialties, was chairman of 
the conference. Rear Adm. H. W. Smith, MC, retired inactive, 
presented a paper on research progress in the Navy Medical 
Department, and Dr. Howard T. Karsner, research advisor to 
the Surgeon General, spoke on the relation of the Navy Medical 
Resarch Laboratories to the National Research Council, the 
Armed Forces Institute of Pathology, and the Armed Forces 
Medical Library. Representatives of the various Navy medical 
research laboratories gave résumés of work being carried on at 
their activities. The delegates met with the newly formed Com- 
mittee on Naval Medical Research, Division of Medical Sciences, 
National Research Council, at which meeting, Dr. Detlev Bronk, 
president of the National Academy of Science, spoke on medical 
research in the Navy. 


AIR FORCE 


Aviation Medical Examiners.—Diplomas were given to 70 
medical officers, including 7 foreign officers, January 19 at 
graduation exercises for the Aviation Medical Examiner Class 
at the Air Force School of Aviation Medicine, Randolph Field, 
Texas. The graduation address was delivered by Dr. Ernest L. 
Stebbins, dean, School of Hygiene and Public Health at Johns 
Hopkins University, Baltimore. The foreign officers in the class 
were from Greece, Italy, Thailand, and Denmark. This was the 
last aviation medical examiner class to graduate after but six 
weeks of formal training. The aviation medical examiner course 
reverts to its standard 11 weeks’ duration. More than 100 medi- 
cal officers reported to the school January 27 to attend the next 
class. 


PUBLIC HEALTH SERVICE 


New Manager of the Lexington, Ky. Hospital—Dr. Kenneth 
W. Chapman has been appointed medical officer in charge of 
the U. S. Public Health Service Hospital, at Lexington, Ky., suc- 
ceeding Dr. Victor H. Vogel, who is now assigned to the Ameri- 
can Embassy in Paris, France, as medical officer in charge, U. S. 
Public Health Service, Foreign Quarantine activities. In his new 
position Dr. Chapman will be responsible for the management 
of a 1,400 bed hospital especially equipped to treat narcotic ad- 
dicts as well as patients with neuropsychiatric disorders who are 
beneficiaries of the Public Health Service. This hospital trains 
psychiatrists and psychiatric nursing personnel and conducts re- 
search on narcotic drugs and addiction to them. Dr. Chapman is 
a psychiatrist certified by the American Board of Psychiatry. 


Training in Treatment of Arthritis—A program of clinical 
traineeships in the prevention, diagnosis, and treatment of 
arthritis and the metabolic diseases has been established at the 
National Institute of Arthritis and Metabolic Diseases. The pur- 
pose of the first group of awards is to improve the competency 
of physicians in the treatment and rehabilitation of arthritis 
patients. Applicants must not be over 40 years of age, must be 
American citizens, graduates of an approved medical school, and 
have completed a one-year internship in an approved hospital. 
The stipend for trainees without dependents is $3,000 per year; 
with dependents, $3,600. Trainees are placed in qualified insti- 
tutions of their choice. For information write to Chief, Extra- 
mural Programs, National Institute of Arthritis and Metabolic 
Diseases, Bethesda 14, Md. 


Aid in Epidemics.—The Public Health Service epidemiologists 
assisted state and local health departments in dealing with 88 
epidemics and disease outbreaks and one disaster during 1951, 
the Public Health Service, has announced. Epidemiological and 
other emergency assistance was provided by the service in 16 
outbreaks of poliomyelitis, 11 of infectious hepatitis, 6 of gastro- 
enteritis, and 55 other epidemics or individual cases of about 
25 other diseases. Assistance was also provided in connection 
with the Kansas City flood. 

The Epidemic Intelligence Service has proven so successful 
the Surgeon General said, that the Communicable Disease Center 
now is recruiting an additional 20 to 25 young medical officers 
in order to double its forces in the field. 


Doctor Geyer Awarded Medal.—Dr. Alfred Geyer, medical 
director of the U. S. Public Health Service Division in Seattle, 
was awarded the Third Antarctic Service Expedition Medal Dec, 
12 in a ceremony at which the medal was presented by Captain 
R. E. Fielding, MC, USN, medical director for the Military Sea 
Transportation Service. Doctor Geyer received the medal for his 
service as medical officer on the icebreaker North Star during 
Rear Adm. Robert E. Byrd’s expedition to the Antarctic region 
in 1939-1941, 
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‘DENMARK 


Reform of Medical Curriculum.—The plans for the reform of 
the medical curriculum by the university faculties in Denmark 
have not been officially announced, but Prof. Erik Warburg, 
who participated in the planning, gave an account of its main 
features at a meeting held on Aug. 26 under the auspices of the 
Danish Medical Association. Broadly speaking, the time spent 
on the preliminary studies of physics, chemistry, anatomy, 
physiology, and biochemistry is to be shortened, and the time 
spent on the advanced subjects is to be lengthened, with better 
facilities for teaching to be made available. An anomalous state 
of affairs and an unsatisfactory influence on the medical pro- 
fession may be produced by the diversity between the limits put 
on the entrance of students to the technical high school, the 
school of dentistry, the school of pharmacy, and the veterinary 
and agricultural high school and the comparatively fewer limits 
on the would-be entrants to the medical profession. Certain 
students rejected by the aforementioned schools turn to the 
medical profession as a last resort, with the result that it may 
admit a number of undesirable persons. In order to weed out 
these persons, high teaching and examination standards have 
been set for such preliminary subjects as physics and chemistry. 
It is proposed that the number of classes of inorganic chemistry 
shall be reduced by 333% and those of organic chemistry by 
10 to 20%, while students with a high mathematical rating will 
not have to pass examinations in physics. 

At the other end of the medical curriculum, provision will be 
made for more teachers and more effective teaching, with special 
classes for teams of only 10 at a time in such subjects as physical 
examination and nursing. More teaching is to be provided in 
pediatrics, dermatology, psychiatry, medical psychology, mental 
hygiene, and epidemiology. 


Why- Do Doctors Become General Practitioners?—At the meet- 
ing held by the Danish Medical Association on Aug. 26, Dr. 
K. H. Backer gave an account of enquiries he has conducted 


among physicians, who were questioned as to their choice of, 


general practice or specialization. Among 86 recently qualified 
physicians, there were 39.6% who planned to enter general prac- 
tice, 5.8% who planned to do the same or to specialize, 32.6% 
who intended to specialize, 11.6% who aimed at research, and 
10.4% who were undecided. Another group of 148 physicians, 
already established in general practice, were asked when they had 
determined to enter general practice. While 102 of them had 
made up their minds about this subject before their final exami- 
nations or soon afterward, there were as many as 46 who did 
not make this decision until more than three years after qualify- 
ing as physicians. In yet another group of 133 general prac- 
titioners, Dr. Backer discovered 71 who had tried to become 
specialists by means of hospital appointments. This observation 
has tempted him to cast a critical glance at the conditions under 
which junior hospital appointments are made. There seems to be 
a tendency in certain quarters to reserve hospital appointments 
for candidates likely to remain specialists, at the expense of 
others who are likely to enter or return to general practice. Dr. 
Backer suggests that in some cases the time spent between quali- 
fying as a physician and going into general practice is poorly 
planned and excessively long. Here there is surely an opening 
for reform by the systematic anticipation of the needs of the 
prospective general practitioner. 


The Danish National Association Against Tuberculosis.—Early 
in 1951 the Danish National Association Against Tuberculosis 
celebrated its 50 year jubilee, and in this connection it issued 
a festskrift, in which its many activities were reviewed. More 
recently it has issued an annual report covering the period April 
1, 1950, to March 31, 1951. One of the most important activities 
of the association has been the voluntary examination of the 
public, and at the end of the year under review, nearly half a 
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million (444,488) persons had been examined; of these, 205,093 
had been vaccinated with BCG vaccine. Nearly all who were 
found to be tuberculin negative consented to this measure vol- 
untarily. The rapidly falling tuberculosis mortality, the lowest 
in Europe and perhaps in the world, is reflected in the dwindling 
number of new cases found in the course of mass examination. 
There was only one new case for every 2,131 persons examined 
in the age groups 1 to 6 and 15 to 34 years. This ratio was 1 to 
1,509 for persons over the age of 35. These mass examinations 
were to have been completed in the course of the spring of 
1952, but the public’s appreciation of them has been such that 
they are not likely to be completed before December, 1952. 


Diphtheria Vaccination in Copenhagen.—Ramon’s method of 
vaccinating against diphtheria was started in September, 1941, 
in Copenhagen, where the disease was endemic at the time. Two 
years later, 100,000 children between the ages of 1 and 15 years, 
or about 80% of the children of this age, had been vaccinated. 
As pointed out by Dr. Knud Bojlén of the State Serum Institute 
in Copenhagen, vaccination against diphtheria has been con- 
tinued in the city’s national schools, and, by the end of the 
school year, 1947-1948, about 99% of the school children had 
been vaccinated. Since then there has been a slight decrease in 
this percentage, which was about 97 in the school year 1950- 
1951. During the last six years there has been a slow but steady 
rise in the number of children of the school-entry age who have 
not been vaccinated against diphtheria—an indication that per- 
haps both physicians and parents have become slack in this re- 
spect. But Dr. Bojlén regards the situation at the present time 
as satisfactory, and he notes that the percentage of diphtheria 
carriers in Copenhagen continues to fall. In 1944 it was as high 
as 5.8%, whereas in 1950 it was down to 0.6%, and it is prob- 
ably still falling. But of course this does not imply that Copen- 
hagen is immune to infection from outside, for at any time car- 
riers from abroad may create carriers in Copenhagen, and they 
in their turn may convey the disease to susceptible persons. 

In his note on this subject in Ugeskrift for Laeger for Oct. 
25, Dr. Bojlén compares the response to voluntary diphtheria 
vaccination with that to compulsory smallpox vaccination. In 
the school year 1950-1951, the percentage of children vac- 
cinated against smallpox in the first six classes in the schools of 
Copenhagen was 98.9. Exemption from smallpox vaccination by 
a medical officer of health accounted for 0.5%, and postpone- 
ment of smallpox vaccination accounted for another 0.5%. The 
unvaccinated represented only 0.1%; however, response to the 
invitation for voluntary vaccination against diphtheria has been 
almost as good and is an eloquent tribute to the principle of 
voluntary action. 


LONDON 


The Naming of Drugs.—The problem of naming drugs and the 
multiplicity of trade names has been reviewed in an address to 
the Pharmaceutical Society of Great Britain by Dr. F. Hartley, 
director of research of a leading pharmaceutical company in 
England. The total British income from the export of drugs and 
pharmaceuticals in 1951 was £31,000,000, of which proprietary- 
named products were responsible for £10,000,000. This repre- 
sents 70% of their home sales value. In 1942 the British 
Pharmacopoeia Commission set up a nomenclature committee 
to recommend suitable names for adoption by the commission 
as approved names for new drugs, the understanding being that, 
should a drug ultimately be included in the British Pharmaco- 
poeia, the approved name would be adopted as the official name. 
An unfortunate complication with regard to these names is that 
there have already been several examples of registration over- 
seas by manufacturers in other countries who have used the 
same names. This has meant that British manufacturers have 
been unable to use these names in the countries concerned. 
Action by the Foreign Office has been ineffective in stopping 
this abuse, but international action through the World Health 
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Organization may prove effective. In several countries registra- 
tion of a name can be obtained only if it is already registered 
in Great Britain. Many countries require a certificate from the 
Ministry of Health that the product is known and used in Great 
Britain under the name that is to be used in the country overseas. 

The problems involved in coining a name for a new drug are 

scarcely appreciated by the majority of physicians. First of all, 
the name must not clash with any name already on the trade- 
marks register; then it must be distinctive and easy to remember, 
write, and pronounce. These last three requirements are often 
difficult to reconcile with one another. One way of aiding mem- 
ory is to give the drug a name that gives an indication of its 
usage, i. e., “convey some anatomical, physiological, pathologi- 
cal or therapeutic suggestion.” Several objections arise at once, 
however; such a name might have an adverse psychological 
effect on the patient, and, if there were more than one drug with 
the same therapeutic indications but with different potency or 
side-effects, confusion might arise and lead to disastrous results. 
It is for these reasons that the British Pharmacopoeia Commis- 
sion recommends that approved names preferably be free from 
any such suggestions. On the other hand, there are instances 
in which this type of name may be of value, and there are already 
several such on Official lists, e. g., ascorbic acid (vitamin C 
{implying antiscorbutic properties]), and testosterone (implying 
association with testicular tissue). Dr. Hartley considers that “the 
only feasible solution seems to be to form names by combining 
syllables from the scientific chemical names in such a way as to 
indicate something of the significant chemical groupings of the 
molecules.” He states, “but if one then adds the provisions that 
the names must be distinctive in sound and spelling, easy to pro- 
nounce and remember and not liable to confusion with existing 
names, all within, say, not more than four syllables, the result 
may not always be pleasing to all!” 

The use of initial letters is not considered “desirable for official 
description of the substance.” Two recent examples of substances 
becoming well known by their initials and then being replaced 
by official names are BAL (British Anti-Lewisite), now known 
as dimercaprol injection (2,3-dimercaptopropanol), and DDT, 
now christened dicophane (chlorophenothane). Another possible 
method discussed was that of using capital letters, as in the case 
of the vitamins. It has been suggested, for instance, that the 
different antihistaminics might be known as antihist-A, anti- 
hist-B, and so on. The objections to this suggestion are that con- 
fusion would probably arise, because the anthistaminics, unlike 
the vitamins, all have the same action, and there are already 
similar registered names, e. g., antihist-A might be confused with 
“anthisan” (pyranisamine maleate). 

A strong plea was made for close cooperation between the 

nomenclature authorities in different countries, as already exists 

between the British Pharmacopoeia Commission, the Council 
on Pharmacy and Chemistry of the American Medical Asso- 
ciation, and the Scandinavian Pharmacopoeia Commission. 
Whenever possible, the name first selected in any one of the 
cooperating countries should be adopted. Dr. Hartley’s final 
summing up was: “I think the essential factor influencing the 
naming of new drugs must be to continue to avoid conflict with 
registered names and to assist mental correlation of chosen 
names with the names for drugs of the same class of action. 
In general, therefore, approved names must continue, preférably, 
to be free from anatomical, pathological, physiological or thera- 
peutic implications.” 


Osler’s Last Hlness.—At a recent meeting of the Osler Club, 
which was devoted to a symposium on pneumonia since Osler’s 
time, Lord Horder gave an interesting account of Osler’s last 
illness. On Dec. 12, 1919, Osler sent for Lord Horder to come 
to see him at Oxford. Lord Horder was shocked to find Osler 
very ill, intensely toxemic, and scarcely able to speak because 
of paroxysms of coughing. The history, the salient points of 
which had been jotted down in pencil by Osler, was that of a 
prolonged and obscure disease in the chest. Seven days pre- 
viously, aspiration of the chest had produced a little serous fluid 
without any relief of symptoms. Lord Horder diagnosed an 
interlobar empyema; aspiration was repeated with as long a 
needle as could be obtained, and again a little serous fluid was 
obtained. A week later, the condition being unchanged, it was 
decided to aspirate again, and for the purpose two extra-long 
needles were made. The first aspiration was unsuccessful, but 
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by the second aspiration 4 to 5 ml. of foul pus was withdrawn. 
When the stylet was withdrawn from the needle on this second 
occasion, Osler remarked, “You've got it, my boy.” The next day 
Charles Gordon-Watson drained an abscess cavity, but drainage 
was never copious and ceased three days later. A second opera- 
tion failed to reveal any further pus. Death due to rupture of 
a blood vessel in the upper lobe of the lung claimed its victim 
with dramatic suddenness four days later. 


New Development in Cataract Operations.—A preliminary re- 
port in The Lancet, by Mr. Harold Ridley, ophthalmic surgeon 
at St. Thomas’ Hospital and Moorfields Hospital, on intraocular 
acrylic lenses for use after cataract operation has aroused much 
interest here. According to Mr. Ridley, it is now possible to 
substitute for the opaque crystalline lens an artificial intraocular 
lens capable of producing an excellent visual result. Such a 
lens can remain in an eye for at least two years without causing 
irritation. These conclusions are based on the results in 25 
cases. The first two were unsatisfactory, owing to the fact that 
the experimental lens was too strong and produced myopia 
postoperatively. Of the other 23 cases, in only 1 was any difficulty 
encountered. Twenty-two were “all successful in that binocularly 
the visual result was better than it would have been with simple 
extraction alone.” They were also “surgically satisfactory, hav- 
ing circular or nearly circular pupils, acrylic lenses in good 
position, normal tension, and no active iridocyclitis.” Many pa- 
tients see well without spectacles or with those they wore before 
the extraction. In one case two years have elapsed since the lens 
was introduced. The material of which the lens is made is “Trans- 
pex 1,” a variety of polymethyl methacrylate. 


Mass Radiography Experiment.—An interesting experiment in 
preventive medicine is to be carried out in Islington, one of the 
more crowded and less salubrious suburbs of London. During 
the next 12 months, an attempt will be made to make roentgeno- 
grams of the chests of all adults living in the borough. For this 
purpose a new radiographic unit is to be opened, and booking 
offices will be established throughout the borough at which 
appointments for examination can be made. Mass radiographic 
examination, carried out since July, 1948, in the hospital region, 
which includes Islington, has shown an incidence of tubereulosis 
of 2.2 per 1,000 persons examined. On the basis of these figures, 
it is estimated that in Islington there are about 500 persons who 


_ have tuberculosis without being aware of it. By means of this 


total examination of the population it is hoped to track down 
these persons and thereby to reduce the spread of the infection. 


MEXICO 


Angiocardiographic Studies at the General Hospital, Mexico 
City.—In 1946, Dr. Alejandro Celis, chief of one of the neuro- 
logical services at the General Hospital, Mexico City, and his 
co-workers Dr. Pacheco and Dr. del Castillo described a new 
method of angiocardiography. The procedure consists of the 
introduction of a Nélaton catheter through one of the external 
jugular veins, which, by way of the right atrium, reaches one of 
the branches of the inferior cava, or, passing from the atrium 
to the ventricle, arrives at the right or left pulmonary artery. 
Then a radiopaque substance is injected (40 cc. of iodopyracet 
concentrated solution, “nosylan”), and, after a certain length of 
time based on circulation time, one or more plates are exposed. 
This is done from the anteroposterior position if the pulmonary 
circulation is being studied and from a lateral position if the 
mediastinum is being studied. 

The authors have utilized this method especially in differen- 
tial diagnosis between mediastinal tumors and aneurysms in the 
mediastinum; this is made possible by the presence of the radio- 
paque substance in the lumen of the vessels. By the end of 1951, 
300 cases had been studied, with excellent results. However, 
this method is contraindicated when endocarditis is present, be- 
cause of the risk of embolism. In some cases it has been possible 
to visualize the upper hepatic veins, and in a case of the Cruve- 
ilhier-Baumgarten syndrome it was possible to visualize the 
porta. In recent months, Dr. Celis and his co-workers have been 
investigating the possibility of visualization of the thoracic duct 
using radiopaque material; so far, studies made with cadavers 
and animals have been encouraging. é 
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ESTABLISHMENT OF A GENERAL PRACTICE CLINIC 


To the Editor:—The University of Tennessee, after a two-year 
study of the problem of general practice training, has inaugu- 
rated a program to give the general practitioner official status in 
the medical school and its teaching program. It is a typically 
American anomaly that, in medical education, the man who does 
nearly 85% of the medical practice in this country has absolutely 
no specific training for his job. In order to correct this it is 
proposed that the medical student devote a portion of his senior 
year to the general practice of medicine under the supervision of 
qualified general practitioners. The practice will be made to re- 
semble, as nearly as possible, a typical, small-town general prac- 
tice. 

The general practice clinic has been set up as a part of the 
outpatient department of the hospital. The physical equipment 
will be made to resemble a typical, well-equipped small-town 
office. A 100 ma. x-ray, small laboratory, minor surgery, and 
physiotherapy room will be included in the clinic. X-ray and 
laboratory services will be performed under the direction of the 
students exactly as they are done in general practice. 

Patients will be unselected and will be sent to the general prac- 
tice clinic as they enter the outpatient department. No effort of 
any kind will be made to have the student see any particular type 
of case. Supervision will be largely by members of the Academy 
of General Practice from Memphis and surrounding towns. 
Under no circumstances will students observe the practice of 
medicine. Rather, they will do an active general practice with 
the advice and counsel of supervising physicians. 


It is planned to place particular emphasis on the psychosomatic 
aspect of general practice. We feel that often a medical 
student may confuse a sociological work-up with the human 
understanding of a patient. This human understanding is a diffi- 
cult matter to teach in a medical school. There is no scientific 
measurement of it, and there are no words with which to explain 
the quality to a student. It is hoped, however, that intimate con- 
tact with good general practitioners may serve to illustrate to 
the student this most necessary attribute of successful general 
practice. 

Patient preference will be followed insofar as practical, and 
each student will be expected to see his own patients or to make 
arrangements for them to be seen by a colleague. In this manner 
we hope to allow the student to see the results of his own work 
and for him to assume to some degree the status of “family 
doctor” for the families who may be under his care. 

Our contention is that general practice represents a coordina- 
tion of knowledge gained in the specialty clinics, hospital wards, 
and lectures. We feel that nowhere in the medical curriculum 
has any effort been made to foster this coordination previously. 
We also feel most strongly that the average large outpatient de- 
partment does not teach the proper approach to patients. Nor 
does it give good training for the myriad of personal problems of 
general practice. 

It is hoped that the general practice clinics at the University 
of Tennessee will be the first step toward integrating gengral 
practice teaching with the rest of the medical school curriculum. 
Plans for the expansion of the sphere of the clinics are now 
under way; as general practice training proves its worth, more 
and more emphasis will be placed on this aspect of medical 
training. 

PauL WILLIAMson, M.D. 

; The John Gaston Hospital 
860 Madison Ave. 
Memphis, Tenn. 


SOCIALIZED MEDICINE IN RUSSIA 


To the Editor:—1 have been working as a resident physician in 
the United States for only two years, but I have had bitter ex- 
perience working as a physician in the Soviet Union for 17 years. 
I hope that my experience will be of some interest to my col- 
leagues in the United States. 

The primary unit of the Soviet Public Health Organization, 
the so-called polyclinic, in an average Soviet city is reserved for 
about 30,000 to 40,000 of the population. The area is divided 
into 10 to 15 districts, with 2,000 to 3,000 inhabitants living in 
each district. Such a district has its own physician and a nurse. 
Each patient seeking medical help and needing a certificate con- 
firming his disease and justifying his sick leave must present 
himself to his district doctor or, if the patient is bedridden, must 
call his doctor to visit him at home. The patient does not have 
any choice of physicians, even if he has a preference. His district 
physician is appointed to remain his family doctor. Such a family 
doctor has three to three and a half office hours daily. The 
number of patients visiting him daily during his office hours is 
about 40 to 50, which means that about five minutes are allowed 
for each patient. After his office hours the doctor starts his calls, 
which amount to about 10 to 15 daily, or even 20 to 30 during 
epidemics. 

Since he has no car and must walk, the Soviet district doctor 
needs at least three hours to make all his calls, and is able to 
stay in each home no more than about 10 minutes. During this 
time, he should perform the necessary physical examination and 
such procedures as the taking of the patient’s temperature, blood 
pressure determination, writing of prescriptions, writing of sick 
leave certificates, and filling in the patient’s chart. 

The city hospitals are always overcrowded, with beds not only 
in sick rooms but also in the passages. All beds are theoretically 
distributed among polyclinics, but practically at least three days 
are needed to admit the patient to some hospital through the 
Central Bureau of Hospitalization, which regulates all the 
admissions. 

In polyclinics there are also specialized divisions, such as tuber- 
culosis, venereal disease, and prenatal care divisions. The tubercu- 
losis division, for example, registers all tuberculosis cases and 
usually has hundreds and thousands of patients with acute pul- 
monary tuberculosis needing hospitalization. All beds in tubercu- 
losis sanatoriums are, however, distributed among the trade 
unions, and admission to such a sanatorium depends more 
on the representatives of the trade unions in the factories 
than on the physician of the tuberculosis division. It sometimes 
happens that the trade union leaves an available bed in the 
tuberculosis sanatorium as a premium for an almost healthy 
worker, usuaily a “stachanowist,” for use during his vacations. 

The actually ill tuberculosis patient waits not just for many 
months but usually for several years, until his case becomes in- 
curable. The time of a patient’s stay in a tuberculosis sanatorium 
is limited to two months and can sometimes be prolonged by 
physicians for a maximum of two months. Consequently, the 
patient leaves the sanatorium still acutely ilk and with positive 
sputum. 

Before World War II, the average Soviet physician earned for 
his job in a hospital or polyclinic, if he had less than five years 


of practice, 300 rubles ($75), if he had 5 to 10 years of practice, 


350 rubles ($87.50), and, if he had more than 10 years of prac- 
tice, 400 rubles ($100). 

Let us remember that the real worth of such a salary in the 
years 1940 to 1951 corresponded to the price of one pair of 
shoes, while a suit cost 600 to 800 rubles ($150 to $200) and an 
overcoat 800 to 1,200 rubles ($200 to $300). 
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No Soviet doctor is prevented by law from having a private 
practice, provided he has enough space in his two room apart- 
ment. But the month after such a doctor starts such a “capitalist” 
business he will be taxed by authorities 10 times more than the 
amount of his entire income for the preceding time. Conse- 
quently, his business will be closed automatically. 

In order to maintain his family the Soviet doctor is forced to 
have two jobs, working about 14 hours daily. In such a way the 
total income amounted before the last war to about 800 rubles, 
which was just enough to pay for an apartment and to have 
regular meals consisting mostly of bread, potatoes, vegetables, 
soups, and a little fat and meat. Buying of such things like a new 
suit, overcoat, or even shoes presented a very complicated prob- 
lem for the Soviet doctor. 

The Soviet Union has never published any statistics concerning 
the rates of morbidity and mortality; the only figure I can remem- 
ber is for tuberculosis mortality, which, in the best times before 
the war, has never been less than 150 per 100,000 population. 
This is six times higher than the U. S. rate in 1949. 

These are the achievements of the Soviet socialized medicine. 


M.D. 


INTERPRETATION OF CHEST X-RAY FILMS 


To the Editor:—Your editorial “Reliability of Interpretation of 
Chest X-Ray Films,” which appeared in THE JourRNAL Dec, 29, 
1951 (147:1765) was most interesting. The high percentage of 
disagreements, up to 30%, by various physicians and 15% 
among the same doctors on the same films, at a later date, 
accounts for the fact that not a few persons receive tuberculosis 
care when the actual diagnosis may be allergic bronchial asthma, 
existing alone or concurrently with healed tuberculosis. 

Over 25 years ago, at a medical school and large tuberculosis 
hospital, I called attention to a number of such cases diagnosed 
as active tuberculosis that really were allergic bronchial asthmas, 
alone or coexisting with inactive tuberculosis. Too much reli- 
ance was placed, as now, on the x-ray. In one patient who had 
coexisting active syphilis of the larynx with active pulmonary 
tuberculosis, the prognosis and result were completely changed 
by recognition of the possibiljty of coexisting active disease 
(Engelsher, D. L.: Coexisting Active Syphilis of the Larynx with 
Active Pulmonary Tuberculosis, J. A. M. A. 89:284 [July 23] 
1927). 

These x-ray errors parallel in frequency diagnoses made in 
the field of allergy when opinions are based on skin tests alone. 
Testing outfits are purchased with the belief that all allergy prob- 
lems are automatically solved by these tests. This procedure 
alone is comparably erroneous. For example, although aspirin 
sensitivity will not produce a positive skin test, the experienced 
allergist can diagnose this sensitivity by history and observation. 
On the other hand, many patients with positive skin tests have 
no clinical manifestations. 

These facts emphasize the importance of not depending solely 
on chest x-ray shadows in the diagnosis of tuberculosis. Such 
a procedure must be coupled with further study. 


Davip Louis ENGELSHER, M.D. 
178 E. Mount Eden Ave., New York 57. 


FOREIGN Y IN THE NOSE 

To the Editor:—The report on “Angioneurotic Edema Due to 
Foreign Body Long Present in the Nose” (J. A. M. A. 147:1234 
{[Nov. 24] 1951) interested me because it raises controversial 
questions, which may be summarized as follows: 

1. As to the etiology of the angioneurotic edema, if it is true 
that a peanut imbedded in the nose could lead to angioneurotic 
edema of the eyelids, then how is one to explain the “strongly 
fetid” local area in the nose as an allergic focus? More likely, 
one would think of a localized infection rather than an allergy. 
No mention is made of skin tests made. with peanut extract to 
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induce an urticarial skin reaction to prove an allergic involve- 
ment of the eyelids, legs, lips, forehead, and wrist. 

2. As to the nature of the angioneurotic edema, no mention 
is made as to whether the eyelid edema was greater on the side 
of the nose in which the peanut was lodged or whether there 
was cellulitis or tenderness over the cheek on that side. The 
author states that the patient “had awakened every morning with 
a swelling of the face that usually receded during the day.” 
That would suggest a postural factor in this edema. Further- 
more, unlike the patient with angioneurotic edema, this patient 
had only “light headaches” and had “suffered from very frequent 
colds,” which again suggests a nose infection rather than an 
allergic edema. 

The significant and gratifying feature in this case is that an 
edema affecting different parts of the body, and apparently 
postural in nature, disappeared after a fetid peanut was removed 
from the nose. There is no proof that we are dealing with an 
allergy. Nor is the diagnosis of angioneurotic edema of the eye- 
lids established. No mention is made of skin tests or of blood 
tests to exclude eosinophilia or of epinephrine injection to coun- 
teract the edema. Stress is laid on nose findings, but there is no 
eye report, which would include vision, possible edema of the 
optic nerve head, allergic exophthalmos, or restriction in eye 
movements as a result of the edema. I wonder whether in the 
absence of more complete data one is justified in employing the 
term “angioneurotic edema.” 

EMANUEL Krimsky, M.D. 
745 Eastern Parkway, Brooklyn. 


INTERNATIONAL SOCIETY OF AEROSOLOLOGY 


To the Editor:—I would appreciate the publication of this letter, 
calling the attention of physicians who are particularly interested 
in aerosol therapy to a brief review of the meetings on aerosol 
therapy held in Turin, Italy, on June 1 and 2, 1951, which ap- 
peared in the News and Notes section of Science (Prigal, S. J.: 
Italian Congress on Aerosol Therapy) 114;561 (Nov. 23) 1951. 

At the conclusion of these meetings it was decided to or- 
ganize an International Society of Aerosolology, and I was 
elected to represent the United States. I invite correspondence 
from physicians, physicists, and others who are interested in this 
new field, in order to judge whether there is sufficient interest for 
the formation of an American branch of this society. 


SamueL J. PricaL, M.D. 
55 Park Ave., New York 16. 


HORSE SHOE CLUB 


To the Editor:—It may interest any prospective medical visitors 
to Great Britain to know of the Horse Shoe Club. This club, 
which was founded in 1932, has the object of fostering Anglo- 
American relations in the medical field. It is particularly inter- 
ested in aiding medical exchanges and in helping any visiting 
American to contact those who work in his own specialty. It 
also has certain funds that are devoted to providing entertain- 
ment for these visitors during their stay in Great Britain. 
Inquiries should be addressed to the Honorary Secretary, Dr. 
C. S. Nicol, St. Bartholomew’s Hospital, London, E.C.1, 
England. 
C. S. NicoLt, M.D. 
St. Bartholomew's Hospital . 
London E.C.1, England. 


GIFT FOR AMERICAN MEDICAL DIRECTORY 

To the Editor:—A few months ago, I noticed that the publica- 
tion of the American Medical Directory had a small debt. I 
am sending a small check to help defray this amount. This 
directory, I think, is one of our most valuable tools. 


Rose ALEXANDER, M.D. 
743 N. Lafayette Pk. Pl., Los Angeles 26. 
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COUNCIL ON MEDICAL 
EDUCATION AND HOSPITALS 


RESIDENCY INFORMATION SERVICE 


A list of residencies in approved hospitals in which positions 
are presently open is now ready for distribution and will be 
furnished to physicians on request. The Residency Information 
Service list, first announced in THE JouRNAL, April 21, 1951, 
was to have been revised monthly. Experience has shown, how- 
ever, that it is impracticable and unnecessary to revise the list 
on a monthly basis. In the future, the list will be published 
periodically. Prior to publication, all hospitals conducting ap- 
proved programs will be circularized for a list of current 
vacancies. 

These lists provide information regarding the number of posi- 
tions open, date available, the name of the chief of service, the 
stipend paid, maintenance furnished, and the name of the person 
to whom application should be made; in addition, the lists indi- 
cate those hospitals that will consider applications from gradu- 
ates of medical schools located outside the United States. 

It should be noted that this service is made available directly 
to prospective applicants on their request and is not published 
in THE JouRNAL. Complete data on all approved services will 
continue to be published in the Internship and Residency Number 
of THe JOURNAL. 


Communications regarding this service, from either hospitals 
or physicians, should be addressed to: Residency Information 
Service, Council on Medical Education and Hospitals, 535 North 
Dearborn St., Chicago 10. 


COUNCIL ON MEDICAL SERVICE 


AID GIVEN TO MEDICAL ESSAYISTS 


When the Council on Medical Service was established in 1943, 
one of the functions outlined for it by the House of Delegates 
was “To make available facts, data, and medical opinions, with 
respect to timely and adequate rendition of medical care to the 
American people.” |! The Council has complied with this direc- 
tive by distributing upon request such material as is available 
on the nonscientific aspects of the practice of medicine. 

Among the topics concerning which many requests are re- 
ceived is the proposed national compulsory health insurance pro- 
gram. Interest in this topic was stimulated as early as 1935-1936, 
when the National University Extension Association chose as 
the official debate proposition, “RESOLVED: That the Several 
States Should Enact Legislation Providing for a System of Com- 
plete Medical Service Available to All Citizens at Public Ex- 
pense.” During the next few years interest in the subject was 
sporadic, gaining little headway nationally. However, the so- 
called Wagner-Murray-Dingell bills of 1943, 1945, and 1947 
gave considerable impetus to and aroused nationwide interest 
in health insurance, to the degree that during the 1946-1947 
school year, the N.U.E.A. selected as its debate topic, “RE- 
SOLVED: That the Federal Government Should Provide a System 
of Complete Medical Care Available to All Citizens at Public 
Expense.” On the request for authentic information by the Na- 
tional University Extension Association, representing approxi- 
mately 7,500 schools, the Council on Medical Service prepared a 
compilation of 35 articles, entitled “Voluntary Health Insurance 
vs. Compulsory Sickness Insurance,” to be used by the debaters. 
From this date on, health insurance, socialized medicine, and 
medical care have figured, in one way or another, in debate and 
essay topics throughout the nation. As the demands for factual 
reference material increased, the Council prepared additional 
data, procured other informative literature, and distributed it to 
schools and individuals on request. To be convinced of the wide- 
spread interest in this general subject one has only to recall 
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that requests received during 1946 and 1947 required only about 
20,000 pieces of material, but since 1947 the total has increased 
steadily, and now is well over 150,000 pieces annually. 

The National Forensic League and the National High School 
Debate Society, during the 1950-1951 season, chose as their 
official proposition, “RESOLVED: The American People Should 
Reject the Welfare State.” To assist students throughout the 
country, the Council compiled 15 of the most pertinent articles 
into one brochure entitled, “Medicine and the Welfare State.” 
More than 5,000 copies of this booklet were distributed on re- 
quest during the first three months after its publication, and it 
was necessary to have two additional printings made within the 
first year. 

The Woman’s Auxiliary to the American Medical Associa- 
tion has, in the past years, encouraged its constituent state and 
component county auxiliaries to promote or sponsor local essay 
contests and debates. To assist these groups, the Council on 
Medical Service, in September 1950, prepared an instruction. 
leaflet, entitled “Suggested Rules for School Essay Contests.” 
The leaflet covered essentially the following points: eligibility, 
contest committees, suggested titles, sources of reference ma- 
terial, form and length of essay, time limits, awards, judging, 
and hints for running a contest successfully. Essay contests of 
this type, for which the Council supplied reference material, 
have been sponsored by either state or local auxiliary groups in 
such states as California, Florida, Kansas, Kentucky, Louisiana, 
Missouri, Ohio, Pennsylvania, and Tennessee. The essay subject 
material covered a broad range. Some of the titles used were: 
“The Role of Medicine in Preserving the American Way of 
Life,” “Fifty Years of Medical Progress,” “Voluntary or Com- 
pulsory Health Insurance, Which Shall It Be?,” and “The Growth 
of Voluntary Health Insurance in the United States.” Branches 
of service clubs, such as The American Legion, Rotary, and 
Kiwanis, have also promoted this type of activity, as have several 
of the medical specialty societies. 


One of the larger and better known competitions is the annual 
$1,000 essay contest, which is open to students of the 7th through 
the 12th grades and which is sponsored by the Association of 
American Physicians and Surgeons. The series started in 1946 
and has had the permanent subject, “Why the Private Practice 
of Medicine Furnishes This Country with the Finest Medical 
Care.” Many medical societies and auxiliaries co-sponsor this 
contest locally, adding supplemental prizes for area contestants. 
The Council on Medical Service initially assisted this associ- 
ation by supplying kits of reference material. Durimg the past 
two years the A. A. P. S. prepared its own kits, and the Council 
supplied articles and reprints for inclusion. During the 1949-1950 
contest, the Council supplied more than 8,050 pieces of litera- 
ture for inclusion in the A. A. P. S. kits, exclusive of the refer- 
ence material sent by the Council directly to participating 
students in response to their individual requests. During the 1950- 
1951 contest, more than 7,550 articles and pamphlets, including 
“Medicine and the Welfare State,” were included in the A. A. 
P. S. kits. For the 1951-1952 A. A. P. S. contest, more than 
35,000 items have already been made available by the Council 
for the essay kits. 


The Council has made a practice of distributing literature only 
upon request; however, in order to serve more fully the needs 
of students, teachers, librarians, and other interested persons, 
the Council has prepared, and revises periodically, a check-list 
of reference material, which is available through its office. In 
this manner a minimum of material can be sent, and, at the 
same time, the recipient is apprised of additional material avail- 
able. A bibliography of articles on health insurance, medical 
care, and the welfare state, which have appeared in national 
magazines, and listings of books on these topics are also avail- 
able upon request. Some of the more frequently requested Coun- 
cil publications have been listed in “Educator’s Guide to Free 
Material,” published by Educators Progress Service, and the 
H. W. Wilson Company's “Vertical File Service Catalog” for 
librarians. By these means large numbers as well as a great 
variety of publications are now found in high school, college, 
and public libraries. 


1. Council en Medical Service and Public Relations—The Purposes and 
Functions of the Council, J. A. M. A. 123: 914 (Dec. 4) 1943. 
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Privileged Communications: Physician-Patient Relationship; 
Attorney-Client Relationship.—The plaintiff filed suit for dam- 
ages for personal injuries against the City and County of San 
Francisco and the Western Pacific Railroad Company. From an 
adverse ruling in the trial court, the defendants filed an original 
mandamus action in the Supreme Court of California. 

At the trial, the plaintiff alleged that he suffered brain con- 
cussion, nerve root damage and nervous shock as a result of the 
injuries which he received. At the request of the plaintiff's attor- 
neys, Dr. Catton, a physician specializing in nervous and mental 
diseases, twice gave the plaintiff a neurological and psychiatric 
examination. In his deposition, Dr. Catton testified that there 
was no physician-patient relationship between him and the 
plaintiff; that he did not advise or treat the plaintiff; that the 
sole purpose of the examination was to aid the plaintiff's attor- 
neys in the preparation of a lawsuit for the plaintiff; and that 
he was the agent of the attorneys. He refused to answer questions 
concerning the plaintiff's condition on the ground that the infor- 
mation sought was privileged under the law relating to the 
physician-patient privilege, under the law relating to the attorney- 
client privilege and also for the reason that “the use of faculties 
of a physician, neurologist, and psychiatrist and for an opinion 
based thereon, which opinion is a part of my property which I 
do not wish to be deprived of without due compensation and 
arrangements having been made in relation thereto” authorized 
such refusal. 

The California statute provides that “a licensed physician or 
surgeon can not, without the consent of his patient, be examined 
in a civil action, as to any information acquired in attending 
the patient, which was necessary to enable him to prescribe or 
act for the patient.” Under the circumstances of this case, said 
the Supreme Court, there is no physician-patient privilege. That 
privilege can not be invoked when no treatment is contemplated 
or given. If the person examined is not a patient, there is no 
physician-patient relationship and therefore no physician-patient 
privilege. Even if there had been a physician-patient relation- 
ship, the Supreme Court continued, the privilege would be 
waived in this case by the plaintiff's bringing the action for 
personal injuries. The whole purpose of the privilege is to pre- 
clude the humiliation of the patient that might follow disclosure 
of his ailments. When the patient himself discloses those ail- 
ments by bringing an action in which they are in issue, there is 
no longer any reason for the privilege. The patient-litigant ex- 
ception precludes one who has placed in issue his physical con- 
dition from invoking the privilege on the ground that disclosure 
of his condition would cause him humiliation. He can not have 
his cake and eat it too. 

Dr. Catton also asserted a privilege personal to himself, a 
privilege not to testify to knowledge and opinions that were 
the result of his special learning without payment of more than 
the ordinary witness fee. The defendant asked him to testify, 
not by reason of his expertness in a special field, but because 
of his knowledge of specific facts as to the plaintiff's condition, 
facts pertinent to an issue to be tried. He is like any other witness 
with knowledge of such facts; it is immaterial that he discovered 
them by reason of his special training. In testifying as a witness 
he would simply be imparting information relevant to the issue, 
‘as he would had he been a witness to the accident in which the 
plaintiff was injured. A physician who has acquired knowledge 
of a patient or of specific facts in connection with a patient, may 
be called upon to testify to those facts without any compensa- 
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tion other than the ordinary witness receives for attendance 
upon court. 
The Supreme Court held, however, that the plaintiff was per- 
mitted to invoke the attorney-client privilege in this case. The. 
statutes in regard to the attorney-client privilege provide “An 
attorney can not, without the consent of his client, be examined 
as to any communication made by the client to him, or his advice 
given thereon in the course of professional employment; nor 
can an attorney's secretary, stenographer, or clerk be examined, 
without the consent of his employer, concerning any fact of the 
knowledge of which has been acquired in such capacity.” The 
defendant contended that under the terms of this statute, it is 
only the attorney and the attorney’s secretary, stenographer or 
clerk who cannot be examined and that since Dr. Catton was 
not engaged in any of these capacities, he cannot withhold the 
information requested. The statute specifically extends the 
client’s privilege to preclude examination of the attorney’s sec- 
retary, stenographer, or clerk regarding information of com- 
munications between attorney and client acquired in such 
capacities, to rule out the possibility of their coming within the 
general rule that the privilege does not preclude the examination 
of a third person who overhears or otherwise has knowledge 
of communications between a client and his attorney. It does 
not follow, however, that intermediate agents of communica- 
tion between attorney and client fall within that general rule 
Had the plaintiff himself described his condition to his attorneys 
there could be no doubt that the communication would be 
privileged and that neither the attorney nor the plaintiff could 
be compelled to reveal it, even though a client is not listed in the 
statute among those who cannot be examined. It is no less the 
client’s communication to the attorney when it is given by the 
client to an agent for transmission to the attorney, and it is 
immaterial whether the agent is the agent of the attorney, the 
tlient, or both. The client’s freedom of communication requires 
a liberty of employing other means than his own personal action. 
The privilege of confidence would be a vain one unless its ex- 
ercise could be thus delegated. A communication, then, by any 
form of agency employed or set in motion by the client is within 
the privilege. Thus, when communication by a ciient to his attor- 
ney regarding his physical or mental condition requires the 
assistance of a physician to interpret the-client’s condition to the 
attorney, the client may submit to an examination by the phy- 
sician without fear that the latter will be compelled to reveal 
the information disclosed. The defendant contended, however, 
that the purpose of the patient-litigant exception would be de- 
feated if the attorney-client privilege in the statute can be in- 
voked to prevent a physician from divulging the results of his 
examination of a person for the purpose of aiding his attorneys 
in the preparation of an action for personal injuries. The two 
subdivisions, said the Supreme Court, relate to two separate and 
distinct privileges. It does not follow that if there is no physician- 
patient privilege there can be no attorney-client privilege. The 
patient-litigant exception applies only to the physician-patient 
privilege and there is no corresponding client-litigant exception. 
Had Dr. Catton treated the plaintiff before being asked to serve 
as an intermediate agent between the plaintiff and his attorneys, 
the patient-litigant exception would apply and Dr. Catton would 
then have been like any other witness with knowledge of facts 
pertinent to an issue to be tried. The exception could not be 
defeated by asking the physician to reveal his knowledge of the 
facts to the attorneys, for a litigant cannot silence a witness by 
having him reveal his knowledge to the litigant’s attorney. Sim- 
ilarly, if Dr. Catton should now treat the plaintiff, any informa- 
tion acquired in the course of that treatment would not be 
privileged, although the results of his previous examinations 
and his reports to the plaintiff's attorneys would be. 
Accordingly the writ of mandamus requesting that Dr. Catton 
be ordered to answer the questions propounded to him at the 
trial of the case was discharged.—City and County of San 
Francisco vy. Superior Court, 231 P. (2d) 26 (California, 1951). 
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MEDICAL LITERATURE ABSTRACTS 


UNITED STATES 


A.M.A. Arch. Indust. Hyg. & Occup. Med., Chicago 


4:417-518 (Nov.) 1951 


Treatment of Cyanide Poisoning in Industry. J. H. Wolfsie —p. 417. 

Space- and Labor-Saving Devices in Industrial Dispensary: IV. Clinical- 
Record Distribution Box for Physician’s Office. J. S. Felton.—p. 426. 

Id.: V. Optical Dispensing Unit. J. S. Felton.—p. 432. 

Id.: VI. Multipurpose Central Clerical Desk for Treatment Room. J. S. 
Felton.—p. 437. 

X-Ray Diffraction Study of Sputum in Silicosis. F. Meyer and S. Solomon. 

Characteristics of Suction Soap, Film Meter: Suctionometer—New Low- 
Velocity-Measuring Device. B. D. Bloomfield and L. Silverman.—p. 446. 

Preliminary Observations on Toxicity of Elemental Selenium. R. H. Hall, 
S. Laskin, P. Frank and others.—p. 458. 

Response of Rodents to Repeated Inhalation of Vapors of Tetraethyl 
Orthosilicate. U. C. Pozzani and C. P. Carpenter.—p. 465. 

Vapor Toxicity of Trichloroethylene Determined by Experiments on 
Laboratory Animals. E. M. Adams, H. C. Spencer, V. K. Rowe and 
others.—p. 

Vapor Toxicity of Ethylene Dichloride Determined by Experiments on 
Laboratory Animals. H. C. Spencer, V. K. Rowe, E. M. Adams and 
others.—p. 482. 

Toxicity = Imidazoline (or Fungicide. C. P. Carpenter, 
C. S. Weil and H. F. Smyth Jr.—p. 


A.M.A. Arch. Ophthalmology, Chicago 


46:477-600 (Nov.) 1951 


Competitive Action of Miotics on Iris Sphincter. K. C. Swan and L. 
Gehrsitz.—p. 477. 

Studies of Corneal Transparency Under Various Experimental Conditions. 
K. van Walbeek and H. Neuman.—p. 482. 

*Micro-Organisms Causing Sympathetic Ophthalmia. E. Schreck.—p. 489. 

Localization of Lacrimal Sac in Dacryocystorhinostomy by Transillumina- 
tion. L. Christensen.—p. 501. 

Gonioscopic Study of Fistulizing Operations. A. G. DeVoe.—p. 504. 

Uveitis, Poliosis, and Alopecia in Siblings: Case Report. W. H. Benedict 
and W. L. Benedict.—p. 510. 

*Methods for Early Diagnosis of Multiple Sclerosis: Observations with 
Special Reference to So-Called Ocular Type. O. Lowenstein.—p. 513. 

Corneal Dystrophy Following Secondary Intraocular Operations. P. 
Sternberg and S. J. Meyer.—p. 527. 


’ Band Keratopathy in Disturbances of Calcium Metabolism. G. W. Ojers 


and J. Alfano.—p. 531. 

Studies on Crystalline Lens: IV. Distribution of Cytochrome, Total Ribo- 
flavin, Lactate, and Pyruvate and Their Metabolic Significance. V. E. 
Kinsey and C. E. Frohman.—p. 536. 

Experiment in Which 50 Presbyopes Were Provided with Trifocal Glasses. 
P. W. Miles.—p. 542. 

Adrenergic Blocking Agents in Treatment of Glaucoma. C. R. Mullen 

and I. . 549, 


Unilateral Proptosis Due to Fibrous ne 4 of Bone: Report of Two 
Cases. R. B. King and G. J. Hayes.—p. 

Localized Injection of Upper Quadrant of Sethe Conjunctiva. A. deRoetth 
Sr.—p. 560. 

Description of an Ophthalmoscope for Examining Retina in Living Eye. 
H. von Helmholtz.—p. 565. 

Acute Glaucoma Simulating Acute Iritis. M. Posner.—p. 584. 

Neuro-Ophthalmology. C. W. Rucker.—p. 586. 


Causing Sympathetic Ophthalmia.—By intro- 
ducing material from patients with sympathetic ophthalmia into 
the eyes of chickens, Schreck reproduced the histopathological 

! picture of sympathetic ophthalmia. The process was continuous, 
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starting from the exciting eye and traveling over the chiasm to 
the sympathizing eye. The author also demonstrated that micro- 
organisms causing sympathetic ophthalmia could be grown on 
the chorioallantois of the chick embryo. As human donor ma- 
terial, the aqueous of exciting eyes was used twice, the aqueous 
of sympathizing eyes, seven times, and uveal material from 
exciting eyes, three times. On the basis of these experiments 
and a review of the histological preparations made in 54 pub- 
lished cases of sympathetic ophthalmia, the author postulated 
that the exciting agent of sympathetic ophthalmia remains as a 
saprophytic, harmless parasite in the conjunctival sac, in its epi- 
thelial ceils, in the adventitial cells of the conjunctival and 
episcleral vessels, in the vessels of the limbal arcade, and in the 
endothelial cells of Tenon’s capsule. Only when the micro- 
organism comes in contact with uveal tissue does it become 
virulent and pathogenic. This can happen whenever the cor- 
neoscleral barrier is opened, e. g., by a perforating injury, opera- 
tion, or tumor, when the uveal tissue becomes exposed. Inocula- 
tion of the lens with the organism causes Type I, sympathetic 
ophthalmia, with anterior uveitis and migrating periangiitis of 
the retina and the optic nerve. Invasion of the infective agent into 
the exposed uveal tract produces Type II sympathetic oph- 
thalmia, with anterior and posterior uveitis and migration of the 
pathogen as periangiitis and‘ perineuritis along the ciliary nerves 
and the optic nerve. In view of the general experience with the 
Rickettsia group of organisms, to which the exciting agent of 
sympathetic ophthalmia seems to be related, not much help can 
be expected from the sulfonamides, penicillin, or streptomycin. 
It would seem worth while, however, to try aureomycin, chlo- 
ramphenicol, p-aminobenzoic acid and p-aminosalicylic acid. 
The old proved methods such as early enucleation of the sus- 
pected eye, not evisceration of the eyeball, and treatment with 
methenamine sodium salicylate remain helpful. 


Early Diagnosis of Multiple Sclerosis——Multiple sclerosis is 
characterized by the occurrence of scattered demyelinated 
patches in the white matter throughout the central nervous 
system. Both sensory and motor pathways are involved, and 
the neurological symptoms vary greatly, according to the lo- 
cation of the lesions. It is not at all necessary for diagnosis that 
the symptoms due to demyelinating lesions be situated far apart; 
it is essential only that they are located in different neurons, and 
that they are not caused by a single though extensive process, 
such as an inflammation or tumor. Since it is important to dis- 
cover the early, minute, or latent symptoms, and thereby dem- 
onstrate the presence of multiple lesions, special methods of 
investigation may be needed. The author describes diagnostic 
methods not previously reported in the literature. He shows how 
a diagnosis can be established (1) when ocular symptoms due 
only to one lesion suggest multiple sclerosis, and the usual 
neurological examination reveals no abnormality; or (2) when 
neurological symptoms outside the visual apparatus, due only to 
one lesion, are suggestive of multiple sclerosis, and the usual 
ophthalmologic methods (examination of fundus, visual fields, 
and extraocular muscles) yield no evidence of a lesion. He de- 
scribes methods and apparatus for detection of low-degree 
paresis, latent tremor of the head or extremities, differences of 
muscle tonus between the right and left extremities; and 
nystagmus. When symptoms outside the visual apparatus are in- 
sufficient to establish a diagnosis of multiple lesions, and oph- 
thalmological examination shows no abnormality, pupillog- 
raphy may reveal hidden symptoms that point to the presence 
of lesions in additional neurons, thereby making the diagnosis 
possible early. Patients with two or more attacks of the disease 
usually show both ocular (including pupillary) and general 
symptoms. 
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Alabama State Medical Assn. Journal, Montgomery 


21:109-148 (Nov.) 1951 

Cor Pulmonale. J. ©. Nash.—p. 109. 

Acute Myocardial Infarction: Review of Clinical Course and Management 
of 90 Cases. E. D. Lineberry, O. C. McCarn and W. H. Kessler. 
—p. 114. 

Early Use of Mercurial Diuretics in Myocardial Infarction. W. J. 
Atkinson Jr. and G. O. Segrest.—p. 118. 

Heart Disease in Pregnancy, J. C. Carmichael, $. Goodman and C, C. 
Blanton.—p, 121. 


Acute — Non-Specific Pericarditis. T. E. Bridges and C. E. Porter. 


—pPp. 
Patent el Arteriosus. W. A. Clyde and C. J. Donald.—p. 129. 


American Heart Journal, St. Louis 
42:643-800 (Nov.) 1951 


*Disturbances in Cardiac Mechanism of Several Hours’ Duration Compli- 
cating Cardiac Venous Catheterization. N. O. Fowler, R. N. Westcott 
and R. C. Scott.—p. 652. 

*Myocardial Damage Following Inadvertent Deep Cannulation of Coronary 
Sinus During Right Heart Catheterization. W. W. Smith, R. E. Albert 
and B. Rader.—p. 661. 

Obstructing Left Auricular Thrombi. G. Miller, B. L. Stolzer and M. 
Zuckerbrod.—p. 667. 

Serum Electrolytes and Electrocardiogram. T. B. Reynolds, H. E. Martin 
and R. E. Homann.—p. 671. 

Extracardiac Arteriovenous Fistulas in Thorax, E. J. Marchand, M. R. 
Hejtmancik and G. R. Herrmann.—p. 682. 

*Use of Carboxylic Cation Exchange Resin in Therapy of Congestive 
Heart Failure. A. W. Feinberg and B. Rosenberg.—p. 698 

Method for Objective Evaluation of Physical and Drug Therapy in Re- 
habilitation of the Hemiplegic Patient. S. H. Rinzler, H. Brown and 
J. G. Benton.—p. 710. 

Objective Evaluation of Physical and Drug Therapy in Rehabilitation of 
the Hemiplegic Patient: I. Study of Dihydroergocornine (DHO-180). 
J. G. Benton, H. Brown and S. H. Rinzler.- “=P. 19. 

Case of Heart Block Treated with 1-Cycl Aethy! pror 
(Benzedrex). J. Day and W. N. Viar.—p. 733. 

Tuberculous Pericarditis: Study of 41 Cases with Special Reference to 
Prognosis. J. A. Wood.—p. 737. 

Use of Vinyl Plastic Tubing in Recording Pressure Phenomena. D. B. 
Arst, M. Silver and W. J. Lahey.—p. 746. 


Complications of Cardiac Catheterization.—Disturbarces in 
cardiac mechanism that persisted following withdrawal of the 
catheter developed in 9 of 106 patients on whom 110 venous 
catheterizations of the right side of the heart were performed. 
These disturbances consisted of right bundle branch block in 
seven patients, auricular fibrillation in one, and frequent ventric- 
ular premature contractions in another. Follow-up electrocardi- 
ograms were made in eight of the nine patients, and the 
arrhythmia disappeared within 12 hours. In these instances, 
arrhythmia developed as often in normal as in diseased hearts. 
Although spontaneous recovery took place in the authors’ cases, 
three fatal arrhythmias were described in the literature and more 
have undoubtedly occurred. If the arrhythmias following cathe- 
terization of the heart are not fatal, they usually disappear within 
12 hours, but it should be emphasized again that catheterization 
of the human heart is not a procedure to be undertaken lightly. 
Constant fluoroscopic and direct-writing electrocardiographic 
observations are believed essential to the procedure. 


Myocardial Damage in Cardiac Catheterization.—Cardiac 
catheterization was done in a man, 61, with mild pulmonary 
emphysema associated with anorexia and weight loss but with- 
out clinical and roentgenologic evidence of cardiovascular. dis- 
ease. The patient then received injections of 10 mg. of desoxy- 
corticosterone acetate intramuscularly daily, with supplementary 
sodium chloride by mouth. After 25 days, he had gained 11 Ib. 
(5 kg.) and minimal ankle edema had developed. Hemodynamic 
studies then were repeated and clinical evidence of myocardial 
damage developed following cardiac catheterization, in the 
process of which the catheter had inadvertently been advanced 
deeply into the coronary venous tree for several minutes. Elec- 
trocardiographic changes developed immediately on introduc- 
tion of the catheter and subsequently assumed the configuration 
characteristic of pericarditis. That this is not an isolated, rare 
event is illustrated by reference to several cases reported by 
British authors. All patients survived. It is probable that cathe- 
terization of the coronary venous system is dangerous only if 
the catheter has a relatively large outside diameter and is in- 
serted deeply. Several investigators have shown that inserting 
the catheter tip only a short distance into the coronary sinus 
may be done safely, and there is evidence that the coronary 
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venous tree will tolerate a small catheter even if inserted deeply. 
It is therefore suggested that great care be taken in catheterizing 
the right ventricle and that the course of the catheter be checked 
by fluoroscopy in the right oblique position and by observing the 
pattern of the pressure tracing from the catheter tip immedi- 
ately after it has appeared to traverse the tricuspid valve. 


Cation-Exchange Resin in Congestive Heart Failure.—lJon ex- 
changers are insoluble substances, natural or synthetic, which 
remove one ion from solution in exchange for another. Cation 
exchangers remove sodium, potassium, and calcium ions from 
solution. Most cation exchangers in clinical use are synthetic 
resins. A carboxylic acid cation exchange resin, containing a 
mixture of the ammonium and potassium forms, was admin- 
istered to six patients with chronic congestive heart failure and 
to one patient with the nephrotic syndrome for periods ranging 
from six weeks to one year, most of the time on an outpatient 
basis. Between 30 and 60 gm. of resin a day was given in divided 
doses with meals. Five of the six cardiac patients were benefited 
by the treatment to the extent that there was a pronounced re- 
duction in the number of mercurial injections necessary to 
keep them symptom free. The sixth cardiac patient, who had 
impairment of renal function, had a toxic reaction in the form 
of uncompensated acidosis. He also developed hypokalemia with 
evidences of digitalis intoxication. One patient had an episode of 
salt depletion during unusually hot weather. Diuresis was not 
induced in the nephrotic patient by treatment with this resin. The 
use of this resin appears to be practical for the treatment of 
ambulatory patients with cardiac failure who can be followed 
closely. A carbon dioxide combining power above 20 mEq. per 
liter appears to be a safe level. The resin should be used with 
extreme caution in patients with inadequate kidney function. 


Am. Journal of Obstetrics and Gynecology, St. Louis 


62:713-942 (Oct.) 1951. 

Etiology of Uterine Flexures, with Proper Mode of Treatment Indicated. 
T. A. Emmet.—p. 713. 

Extirpation of Functionally Active Ovaries for Remedy of Otherwise 
Incurable Diseases. R. Battey.—p. 718. 

Labor Complicated by Uterine Fibroids and Placenta Previa. J. Chad- 
wick.—p. 722. 

Latent Gonorrhea, Especially with Regard to Its Influence on Fertility 
in Women. E. Noeggerath.—p. 726. 

Presidential Address. Adventure at Avernus. F. C. Irving.—p. 732. 

Enterocele. C. D. Read.—p. 743. 

Experience with Rh Factor in 1,000 Consecutive White Obstetrical 
Patients. E. L. King and J. A. King.—p. 758. 

Studies of Blood Oxygen Saturation and Causes of Death in Premature 
Infants. E. S. Taylor, W. C. Scott and C. D. Govan.—p. 764. 

Paget’s Disease of the Vulva. C. P. Huber, S. H. Gardiner and A, 
Michael.—p. 778. 

Bacteriologic and Clinical Study of Pyometra. B. Carter, C. P. Jones, 
R. A. Ross and W. L. Thomas.—p. 793. 

Clinical Considerations of Benign Ovarian Cystomas. Cc. L. Randall and 
D. W. Hall.--p. 806. 

Malignancy of Special Ovarian Tumors. D. N. Henderson.—p. 816. 

Excretion and Concentration of Urine Solutes During Normal Pregnancy 
as Measured by Freezing Point Depression. W. L. Caton, D. E. Reid 
and C. C. Roby.—p. 827. 

Complete Cesarean Hysterectomy. M. E. David.—p. 838. 

*Radical Hysterectomy with Bilateral Pelvic Lymph Node Dissections: 
Report of 100 Patients Operated on Five or More Years Ago. J. V. 
Meigs.—p. 854. 

*Effect of Radiation on Metastatic Pelvic Lymph Node Involvement in 
Carcinoma of the Cervix. W. E. Brown, I. Meschan, E. Kerekes and 
J. M. Sadier.—p. 871. 

Prevention of Thrombosis and Embolism in Gynecological Surgery. 
J. P. Pratt, C. P. Hodgkinson and F. G. McConnell.—p. 890. 

Nutritional Deficiencies as a Causal Factor in Toxemia and Premature 
Labor. W. T. Tompkins and D. G. Wiehl.—p. 898. 

Ovarian Pregnancy. L, Gerin-Lajoie.—p. 920 

Clinical and Surgical Review of Endometriosis. V. S. Counseller and 
J. L. Crenshaw Jr.—p. 930. 


Surgical Treatment of Carcinoma of Cervix.—Although irradi- 
ation is widely accepted as the proper treatment for carcinoma 
of the cervix, Meigs believes that competently performed surgery 
without radiation has a definite place in the treatment of this 
disease. He bases his opinion on the results of a five-year follow- 
up study of 85 patients treated by radical hysterectomy with 
bilateral pelvic lymph node dissections. Surgical therapy was 
undertaken because of the frequent recurrences after irradiation, 
the radioresistance of some tumors, the failure of irradiation to 
eradicate metastatic cancer in the pelvic lymph nodes, and the 
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bowel injury frequently resulting. Patients were selected for 
operation solely on the basis of their physical condition and not 
the extent of the cancer. Most of them had cancers in stages 1 
or 2 although some were in stages 3 or 4. Patients with intra- 
epithelial cancer were excluded. At operation the common iliac, 
external, and internal iliac, ureteral, obturator, and presacral 
nodes were removed along with as much paracervical, para- 
vaginal, and pararectal tissue as possible. Cancer cells were found 
in the nodes of 22.4% of the patients. There were no operative 
deaths. The five-year survival rate was 74.1% for the entire 
group of 85 patients and 26.3% for those with lymph node 
metastases. Postoperative complications included ureterovaginal 
fistulas in 7.2% of the patients and disturbances of bladder 
function in most patients. The addition of radiation therapy did 
not decrease the incidence of node involvement nor increase the 
survival rate or the incidence of fistulas. Meigs concludes that 
_ there is no indication for combined irradiation and surgical 
_ therapy, and that irradiation should be reserved for those pa- 
tients whose general condition does not permit surgical inter- 
vention. If in the future radioresistance of tumors can be 
predicted, this will also help in selection of the proper method 
of therapy. 


Irradiation of Pelvic Lymph Nodes in Carcinoma of Cervix.— 
According to Brown and co-workers, neither lymphadenectomy 
nor radiation therapy as currently practiced satisfactorily eradi- 
cates metastatic carcinoma of the pelvic lymph nodes arising 
from carcinoma of the cervix. To obtain further knowledge of 
the effectiveness of irradiation of these nodes, the authors deliv- 
ered controlled amounts of x- and gamma-rays to the cervix and 
pelvic lymph nodes of 24 patients with carcinoma of the cervix 
and subsequently studied the nodes microscopically. X-rays were 
given through six to eight portals employing the factors 220 kv., 
15 ma., target-skin distance 50 cm., and HVL 1.5 mm. Cu. 
Gamma roentgens were obtained from radium or cobalt 60 
shielded by 1.0 mm. of platinum. An Ernst applicator or multi- 
ple needles were used as required. Combined gamma and x-ray 
roentgen doses totaled 5,000 to 6,000 r to the lateral pelvic wall, 
10,000 r or more to the cervix, and less than 4,000 r to the 
rectum and bladder. The authors used the converted Quimby 
tables to calculate the tissue dose delivered to various points in 
the pelvis. From 2 to 12 months after irradiation the uterus 
and pelvic nodes were removed surgically and examined micro- 
scopically. In 18 of the 24 patients no residual carcinoma was 
found at operation in the cervix, pelvic lymph nodes, or para- 
metrial tissue. In three patients there was residual carcinoma 
in the upper pelvis, presumably due to the fact that the iliac 
and subaortic nodes were at the edge of the field of x-irradiation 
where the dose was too small to be effective. The remaining 
three patients had residual carcinoma of the cervix and pelvis, 
which had proved resistant to 10,000 to 20,000 r. Postirradi- 
ation vesicovaginal fistulas developed in two patients. The 
authors conclude that a minimum of 5,000 to 6,000 tissue r de- 
livered in five to six weeks is necessary to eradicate radiosensi- 
tive carcinoma in the pelvic lymph nodes. This amount can be 
given with minimal risk to normal viscera if several routes and 
modes of radiation therapy are combined. Radioresistant tumors 
may tolerate two to three times the usual cancerocidal dose of 
roentgens. If surgery is employed after irradiation, it should be 
done within two to three months before collateral circulation 
is seriously compromised. 


American Journal of Orthopsychiatry, New York 


21:667-888 (Oct.) 1951. Partial Index 

Psychiatry and the Child Health Services. L. Baumgartner.—p. 693. 

Mental Hygiene as Public Health Practice. R. H. Felix.—p. 707. 

*Mirth Response Test: Preliminary Report on Psychodiagnostic Technique 
Utilizing Dynamics of Humor. F. C. Redlich, J. Levine and T. P. 
Sohler.—p. 717. 

Psychoanalytic Study of Fraternal Twin. B. Karpman.—p. 735. 

Factors Infiuencing Adaptations of Organically Handicapped Children, 
V. E. Carter and §S. Chess.—p. 827. 

Personality Structure and Therapeutic Manipulation of a Young Offender. 
K. E. Rose.—p. 838. 


Mirth Response Test: A Psychodiagnostic Technique.—On the 
basis of Freud’s theory, humor is an important index to dynamic 
forces within the individual personality. In psychopathological 
conditions behavior related to humor is often disturbed. When 
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the individual has difficulty in-expressing humor freely, it may 
be inferred that other more stressful emotions are even less 
easily expressed. Different responses to humorous stimuli may 
be accounted for by the following assumptions: 1. When a 
stimulus elicits a humorous response, it is assumed that there 
has been a momentary release of some suppressed or repressed 
need, without the usual accompanying anxiety. 2. When a stimu- 
lus, ostensibly humorous, is responded to with indifference, it is 
assumed that either (a) no “conflictual” needs are involved, (b) 
the needs are so deeply repressed that no affective participation 
is possible, or (c) rigid ego control is involved. 3. When an os- 
tensibly humorous stimulus evokes anxiety, disgust, shame, 
guilt, or horror, it is assumed that the release of some primary 
suppressed or repressed need produces a threat with the resulting 
affect of displeasure. On these assumptions is based a test ten- 
tatively named the Mirth Response Test (MRT). In this test 
a series of 36 popular cartoons are presented to a subject. Three 
successive procedures involve the observation and recording of 
different forms of expressive and verbal responses to these 
humorous stimuli. The three steps are Free Expression, Sorting, 
end Inquiry. Many of the 83 subjects tested had been studied 
clinically. Correlation of test results with clinical findings tends 
to corroborate Freud’s theory of humor and the three postulates 
derived from it. Analysis of the test findings leads to inferences 
about the subject’s aggressive sexual and dependent needs, and 
the defenses mobilized against their expression. Diagnostic and 
dynamic formulations were made concerning each subject. 
These were checked against clinical diagnoses and overt symp- 
toms. Certain aspects of intellectual and emotional functions 
were also manifest in the test. 


American Journal of Psychotherapy, New York 


5:495-718 (Oct.) 1951. Partial Index 
Dynamic Role of Group Therapy in Total Treatment Program of Psy- 
chotic Patients. W. Goldfarb and P. D. Park.—p. 514. 
Dreams of Finding Money. R. M. Griffith.—p. 521. 


Am. J. Roentgenol. & Rad. Therapy, Springfield, Hil. 
66:701-872 (Nov.) 1951 


The Radiologist as a Physician. H. D. Kerr.—p. 701. 
Electronic Amplification of Roentgenoscopic Image: Present Status of 
Moon's Scanning Tube Method. P. C. Hodges and L. S. Skaggs. 


—p. 705. 

Roentgenographic Findings in Congenital Tricuspid Atresia with Hypo- 
Plasia of Right Ventricle. M. H. Wittenborg, E. B. D. Newhauser and 
W. H. Sprunt.—p. 712. 

Early Roentgen Diagnosis in Acute Bleeding from Upper Gastrointestinal 
Tract: If. Roentgen Aspects. M. Ritvo, T. P. Cotter and N. Zamcheck. 
—p. 728. | 

Symptomless Pulmonary Arteriovenous Aneurysms or Fistulas. D. J. 

Roberts and J. E. Hutchison.—p. 743. 

Suprahepatic Interposition of Colon and Volvulus of Cecum. J. Tor- 
gersen.—p. 747. 

Importance of Minor Myelographic Deformities in Diagnosis of Posterior 
Protrusion Of Lumbar Intervertebral Disc. G. F. Boult, M. K. Kiernan 
and A. E. Childe.—p. 752. 

Preliminary Report on Telepaque, New Cholecystographic Medium. 
W. R. Christensen and M. C. Sosman.—p. 764. 

Ioduron B Bronchography: Preliminary Report of Study with Water- 
Soluble Contrast Medium. L. C. Brandenstein. 

*Endometriosis: Its Management and End Results. R. ‘A. Hays and U. V. 

Portmann.—p. 773. 
Malignancy in the Negro: Statistical hit B. W. Robinson.—p. 783. 
Physical Measurements on Various Beta-Ray Applicators. J. S. Krohmer. 
791. 


Secondary Alterations of Frontal Sinus in Cancer of Paranasal Sinuses. 
L. L. Haas.—p. 797. 
ons Simulating Minimal Pulmonary Tuberculosis. I. J. Kane. 
. 803. 


Videugnade Roentgenologic Television Diagnosis. Service for the Small 

Community Hospital. J. Gershon-Cohen.—p. 808. 
Endometriosis: Its Management and End Results.—Hays and 
Portmann review 142 cases of endometriosis seen at the Cleve- 
land Clinic from 1939 to 1949. Acquired and progressive dys- 
menorrhea is the commonest symptom of endometriosis, and 
occurred in 57% of these cases; excessive menses occurred in 
41.5%. Other complaints, such as headache, pelvic pain, rectal 
distress, and dyspareunia, occurred less frequently. Physical find- 
ings included painful pelvic masses or small nodules along the 
uterosacral ligaments. Of the married women, 37,1% were 
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sterile. The ovary is the commonest site of involvement (58.5%), 
followed by the uterus, cul-de-sac, uterosacral ligament, and 
rectovaginal septum. Treatment depends on the age of the pa- 
tient, extent of involvement, and severity of symptoms. Since 
ovarian function is necessary for continued growth of ectopic 
endometrium, ablation of the ovaries by surgery or irradiation 
results in relief of symptoms and regression of the lesions. Pres- 
ervation of some ovarian activity by conservative measures is 
desirable whenever possible. A table classifying the results of 
various treatments indicates that of the 82 patients subjected to 
surgical treatment (radical or conservative), 63 obtained good 
and 9 fair results, and the remaining 10 had poor results. Irradi- 
ation therapy was employed in 34 patients, and the results were 
good in all but one. Results of treatment with hormones were 
disappointing. 


American Surgeon, Atlanta, Ga. 
17:993-1090 (Nov.) 1951 

Female Urologic Disorders Which Cause Abdominal Pain. G. J. Thomp- 
son.—p. 993. 

Acute Pancreatitis: Report of Two Cases with Review of Literature. 
W. G. Ellis.—p. 1000. 

Intramedullary Spinal Cord Metastases from Melanomas: Report of Un- 
usual Case and Review of Literature. C. B. Clay and A. H. Weiland. 


—p. 1009. 

Treatment of Pseudocysts of Pancreas by Internal Drainage. T. C. Moore 
and H. B. Shumacker Jr.—p. {0i8. 

Malignant Tumors of Thyroid. N. S. Shofner.—p. 1025. 

Training Courses for Ambulance Drivers. C. C. Howard.—p. 1036. 

Acute Intestinal Obstruction in Infants and Young Children. M. L. 
Michel Jr. and M. L. Jarrell.—p. 1040. 

Management of Staghorn Renal Calculi. C. L. Prince, P. L. —— 
and J. C. Presti.—p. 1057. 

Treatment of Fractures with Intramedullary Nail. C. W. Perry. al 1064, 


Annals of Internal Medicine, Lancaster, Pa. 


35:763-960 (Oct.) 1951 


New Problems in Treatment of Infectious Diseases. C. P. Miller.—p. 763. 

Preventive Immunization in National Emergency. R. E. Dyer.—p. 771. 

Air Embolism. A. C. Cohen, G. C. Glinsky, G. E. Martin and K. I. 
Fetterhoff.—p. 779. 

*Gastric Antacid and Anti-Secretory Drugs: Survey Based Primarily on 
Their Effects upon Gastric Secretion in Man. J. B. Kirsner, W. L. 
Palmer, E. Levin and A. P. Klotz.—p. 785. 

Test for More Accurate Recognition of Gall-Bladder and Liver Bile 
During Diagnostic Biliary Drainage. A. A. Hall and J. M. Masen. 
—p. 812. 


Atelectasis of Right Middle Lobe Resulting from Perforation of Tuber- ~ 


culous Lymph Nodes into Bronchi in Adults. A. G. Cohen.—p. 820. 
*Hypercholesteremia: Analysis of 529 Cases and Treatment of 297 by Low 
Animal Fat Diet and Desiccated Thyroid Substance. W. W. Priddle. 
—p. 836. 
Rationale of Geriatric Medicine. E. J. Stieglitz —p. 848. 
Therapy of Traumatic Shock. B. Burbank.—p. 857. 
Myocardial Infarction in Rural Hospital. F. F. Harrison.—p. 872. 
Pain in Acute and Chronic Diseases of Liver. H. P. Lewis.—p. 878. 
Some Social Implications of Medical Progress. F. G. Dickinson.—p. 889. 


Gastric Antacid and A .—The goal of treat- 
ment with antacid and antisecretory drugs presumably is neu- 
tralization or inhibition of the free acid and peptic activity of 
the gastric secretion. None of the available antacids completely 
neutralizes free acid in man for prolonged periods, but calcium 
carbonate appears to be the most effective antacid in current 
use. In hourly doses of 2 or 4 gm., together with milk and cream 
and atropine in doses of 1.0 gm. two to four times daily, calcium 
carbonate usually maintains the pH of the gastric contents be- 
tween 4.0 and 5.5 in patients with duodenal ulcer; it does not 
cause alkalosis and its constipating effect can be corrected with 
laxative antacids. This regimen, however, is effective only dur- 
ing the period of administration; it does not control excessive 
nocturnal gastric secretion. Calcium carbonate administered by 
continuous intragastric drip is perhaps more effective for this 
purpose, but its applicability is limited. Aluminum hydroxide, 
magnesium trisilicate, or tribasic calcium phosphate in large 
quantities diminish but do not completely eliminate the free 
acidity; their neutralizing effect is much less or zero when ad- 
ministered at long intervals and in small amounts. The antacid 
efficiency of sodium carboxymethylcellulose in man remains to 
be determined. Protein hydrolysates are less effective than cal- 
cium carbonate even in large amounts, and they provoke a 
secondary rise in secretion exceeding original levels. The neu- 
tralizing effect of available resins in vivo is not impressive. De- 
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tergents such as sodium alkyl sulfate do not alter the pH of 
the gastric contents, and their antipeptic action in man is insig- 
nificant. Mucin has little neutralizing value. Antihistaminic 
agents do not depress gastric secretion in man. With the possible 
exception of chorionic gonadotropin and the combination of 
chorionic gonadotropin and estrogen, the inhibitory effect of 
various sex hormones, injected intramuscularly in large amounts, 
appears minimal. Other hormones, such as parathyroid extract, 
desoxycorticosterone acetate, and corticotropin (ACTH) also do 
not inhibit gastric secretion in vivo. Atropine produces extremely 
variable effects in patients with duodenal ulcer; its principal 
usefulness may be to enhance antacid action by prolonging 
gastric emptying. In contrast to atropine and to synthetic atro- 
pine-like compounds, the results thus far obtained with other 
cholinergic blocking agents are promising. Tetraethylammonium 
salts significantly depress gastric secretion and motility in man, 
but there are undesirable side reactions. Hexamethonium com- 
pounds have yielded promising preliminary results. Methanthe- 
line (banthine®) bromide given parenterally apparently inhibits 
gastric secretion more effectively with fewer toxic manifesta- 
tions. Although there is no evidence that these agents induce 
the physiological effects expected from complete vagotomy, they 
may permit in many ulcer cases a more liberal regimen of 
antacids and diet. 


of serum cholesterol were 
-performed on 1,089 patients seen in an internal medicine prac- 
tice. Cholesterol levels above 250 mg. per 100 cc. were found 
in 529 (48.6%). Of these 529 patients, 267 (50.5%) had levels 
over 300 mg. per 100 cc. Of the 1,089 patients, 768 (70.5%) 
were over 40 years of age, and 450 (59%) of these had an 
elevated serum cholesterol level. There was a consistent in- 
crease in hypercholesteremia with advancing age. Of 160 
patients with arteriosclerosis, 116 (72.5%) had elevated serum 
cholesterol levels. Of 86 patients with coronary arteriosclerosis 
60 (69.7%) had hypercholesteremia. Approximately the same 
percentage was established for patients with retinal arteriosclero- 
sis, hypertension, and diabetes mellitus. Treatment was given to 
297 patients with hypercholesteremia: 34 were treated with desic- 
cated thyroid substance, 49 with diet low in animal fat, and.214 
with both a low animal fat diet and desiccated thyroid substance, 
for from six months to three years. Although the average serum 
cholesterol levels of these patients were lower at the end of the 
period of treatment than at the beginning, the results were not 
pronounced or consistent. In 27 (55%) of the 49 patients the 
serum cholesterol level was lower with the low animal fat diet. 
With the administration of desiccated thyroid substance, and 
the combination of low animal fat diet with desiccated thyroid 
substance, the serum cholesterol level was decreased in ap- 
proximately 45% of patients in each group. Further studies are 
in progress. 


Annals of Western Medicine & Surgery, Los Angeles 


5:815-898 (Oct.) 1951 


*Biochemical Basis of Betaine-Glycocyamine Therapy. H. Borsook and 
M. E. Borsook.—p. 825. 


*Treatment of Cardiac Decompensation with Betaine and Glycocyamine. 
M. E. Borsook and H. Borsook.—p. 830. 

New Biochemical Approach to Treatment of Congestive Heart Failure. 
V. Van Zandt and H. Borsook.—p. 856. 

Use of Betaine and Glycocyamine in Treatment of Patients with Heart 
Disease: Preliminary Report. A. Graybiel and C. A. Patterson.—p. 863. 

Forensic Medicine: Forensic Science Practice in Smaller Communities. 
K. M. Dubowski.—p. 876. 


Practical Medicine: Hemorrhage Complicating Pregnancy and Labor. 
K. P. Russell.—-p. 882. 


Biochemical Basis of Betaine-Glycocyamine Therapy.—This 
paper supports the hypothesis that larger than normal amounts 
of creatine may be beneficial in conditions of muscular weakness 
or degeneration, including cardiac failure, and in some neuro- 
logical conditions. The immediate precurser of creatine in the 
animal is glycocyamine (guanidoacetic acid). It is synthesized 
from arginine and glycine in the kidney. Glycocyamine is then 
transported to the liver where it is methylated by methionine to 
form creatine. But there is experimental evidence that betaine 
can supply the necessary methyl group. After explaining in more 
detail the biochemical processes involved in betaine-glycocya- 
mine therapy the Borsooks say that during the last year over 
200 patients have taken glycocyamine with betaine. The daily 
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dose, by mouth, is glycocyamine, 30 mg. per pound of body 
weight, and betaine hydrate four to five times the dose of glyco- 
cyamine. The two substances were taken together, the glycocya- 
mine in tablets, the betaine dissolved in water, and the total daily 
dose divided into four or five portions through the day. The 
daily ingestion of betaine and glycocyamine at these levels may 
be considered nontoxic in view of experimental and clinical data. 
Analyses of blood and urine revealed nothing that would indi- 
cate a toxic effect of betaine or glycocyamine, and no symptoms 
suggested toxic effects. 


Betaine and Glycocyamine in Cardiac Decompensation.— 
Betaine and glycocyamine were given over a period of 6 to 10 
months to 28 patients with cardiac decompensation. In 20 of 
these patients, betaine and glycocyamine medication was the 
only treatment used. These patients remained free of signs and 
symptoms of cardiac decompensation. In four patients, betaine 
and glycocyamine were added to other therapy; in three, betaine 
and glycocyamine thereapy failed in that two patients had a 
coronary occlusion, and one patient had a recurrence of rheu- 
matic fever. An improved sense of well-being, less fatigue, and 
greater strength and endurance was observed in nearly all pa- 


tients. These effects persisted but their relation to improved car- . 


diac function was not always evident. Most of the patients gained 
weight, which was not due to edema and probably was, in part, 
due to a positive nitrogen balance and the effects of improved 
rest and better appetite. In 18 patients with hypertension, the 
blood pressure fell shortly after betaine and glycocyamine ther- 
apy was begun. The decrease in blood pressure persisted in four 
of these. A large increment in the total creatinine excretion 
(creatine plus creatinine) was observed in all patients. An endo- 
crine effect was suggested in that one-third of the patients, both 
men and women, reported increased libido. Some of the women 
reported enlargement of the breasts. The signs and symptoms of 
arthritis and asthma decreased. The only untoward effects ob- 
served were transient nausea and diarrhea, which cleared up 
spontaneously. The dextrose tolerance of both diabetic and non- 
diabetic patients was increased. 


Blood, New York 


6:963-1212 (Nov.) 1951. Partial Index 

Recent Studies on Etiology and Nature of Leukemia. J. Furth.—p. 964. 

Influence of Age and Sex upon Frequency and Cytologic Types of Human 
Leukemias. Evidence of Myeloid: Lymphoid Antagonism. J. Dausset 
and V. Schwarzman.—p. 976. 

*Congenital Leukemia. W. G. Bernhard, I. Gore and R. A. Kilby.—p. 990. 

*Observations on Effect of Various Folic Acid Antagonists on Acute 
Leukemia. S. J. Wilson.—p. 1002. 

Average Volume of Leukemic Leukocytes. H. Tivey, J. G. Li and E. E. 
Osgood.—p. 1013. 

Effect of Transfusion Polycythemia upon Bone Marrow Activity and 
Erythrocyte Survival in Man. F. R. Birkhill, M. A. Maloney and S. M. 
Levenson.—p. 1021. 

Hematologic Changes with ACTH and Cortisone Therapy of Rheumatoid 
Arthritis. 8S. C. Finch, C. L. Crockett Jr., J. F. Ross and T. B. Bayles. 
—p. 1034. 

Demonstration by Nadi Reaction of Cytochrome Oxidase Activity in 
Cells of Lymphoid and Myeloid Series Obtained from Normal Indi- 
viduals and Patients Suffering from Hodgkin’s and Other Diseases. 
G. T. Hoffmann, A. Rottino and K. G. Stern.—p. 1051. 

Hematologic Aspects of Disseminated (Systemic) Lupus Erythematosus. 
S. R. Michael, I. L. Vural, F. A. Bassen and L. Schaefer.—p. 1059. 

Hereditary Spherocytosis: I. Clinical, Hematologic and Genetic Features 
in 28 Cases, with Particular Reference to Osmotic and Mechanical 
Fragility of Incubated Erythrocytes. L. E. Young, M. J. Izzo and R. F. 
Platzer.—p. 1073. 

Id.: Il. Observations on Role of Spleen. L. E. Young, R. F. Platzer, 
D. M. Ervin and M. J. Izzo.—p. 1099. 

Simplified Technic of Spectrography and Its Application to Study of 
Intracellular Hemoglobin. W. K. Metcalf.—p. 1114. 

Weakly Reacting Rh Positive (D") Bloods. R. E. Rosenfield, P. Vogel, 
E. B. Miller and G. Haber.—p. 1123. 

Rhesus Antibody Anti-E in Pregnancy and Blood Transfusion: I. Fre- 
quency of Occurrence of Pure Anti-E. Report of 12 Cases. Il. Demon- 
stration by Pure Anti-E Serum of Dosage Effect of Antigen E in 
Presence or Absence of Antigen D. R. H. Malone and I. Dunsford. 
—p. 1135. 

Effects of Hemoglobin Solutions on Renal Functions in Man. J. L. Brandt, 
N. R. Frank and H. C. Lichtman.—p. 1152. 

Intravenous Iron: Evaluation of Use of Saccharated Iron Oxide in Iron 
Deficiency States in Obstetrics and Gynecology. B. G. Holly.—p. 1159. 


Congenital Leukemia.—Congenital leukemia is exceedingly 
uncommon, but 14 cases (in eight boys and five girls and one 
whose sex was not given) were selected from the literature with 
acceptable evidence of a leukemic state at birth. Significant 
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physical manifestations are spontaneous hemorrhages of skin 
and mucous membrane, nodular skin infiltrations, enlargement 
of spleen and liver, adenopathy, fever, and pallor. The blood 
should reflect an alteration of the marrow by showing an undue 
proportion of poorly differentiated or undifferentiated cells, 
usually of the granulocytic series; all but two of the cases de- 
scribed in the literature were of the granulocytic variety. In 
most cases considerable elevation of the white blood cell count 
and reduced numbers of red cells and platelets were also ob- 
served. In only 1 of the 14 cases was recognition of the nature 
of the characteristic hematological disturbance delayed; in this 
case a diagnosis of congenital thrombocytopenic purpura was 
made during life, but could not be substantiated by postmortem 
observations. The authors report four new cases of congenital 
leukemia in three boys and one girl. Congenital anomalies in 
three of these patients indicated a growth disturbance early in 
fetal life. Contrary to the usual finding in childhood leukemia, 
cells of the granulocytic series in the authors’ four patients had 
a fair degree of differentiation and in this respect were similar 
to those that characterize the chronic form of the disease. It 
seems likely, therefore, that the leukemia existed during a sig- 
nificant portion of uterine life. None of the mothers had leu- 
kemia, and since there are many reported cases of normal 
children born to frankly leukemic women, the presence of a blood 
dyscrasia in the mother does not appear to be of etiological 
significance. 


Folic Acid Antagonists and Acute Leukemia.—Of 70 patients 
with acute leukemia treated with various folic acid antagonists, 
65 survived long enough for evaluation of the effect of the 
therapeutic agents. Of the 65 patients, 38 had acute lymphatic 
leukemia, 23 had acute monocytic leukemia, and 4 had acute 
myelogenous leukemia. The following folic acid antagonists 
were administered either intramuscularly or orally: 4-amino- 
pteroylglutamic acid (“aminopterin”) with an effective dosage 
of 0.5 to 1.0 mg. per day, 4-amino-N* methyl pteroylglutamic 
acid (“a-methopterin”) with a dosage of 3 to 5 mg. per day, 
4-amino pteroylaspartic acid (“amino-an-fol”) with a dosage of 
20 to 30 mg. per day, and 4-amino-9 methyl pteroylglutamic 
acid (“a-ninopterin”) with a dosage cf 1.5 to 1.0 mg. per day. 
The clinical and hematological response to folic acid antagonists 
was most favorable in acute lymphatic leukemia. Of the 65 
patients observed, an excellent clinical and hematological re- 
mission occurred in 11 patients, a partial remission in 19, and 
no response in 35. Although the most satisfactory results were 
observed in patients between the ages of 3 and 10, excellent 
remissions were produced in patients between the ages of 42 
and 56. When a response occurred, a rather definite hemato- 
logical pattern was noted. An increased platelet count in most 
instances was the first evidence of regeneration and occurred 
in about the third or fourth week. The neutrophilic polymor- 
phonuclear leukocytes began to regenerate at about the same 
time and an increase in their number was followed by a rise in 
the erythrocyte count. Observations of the bone marrow indi- 
cated that although excellent clinical and hematological remis- 
sions might occur, primitive leukemic cells were still present. 
In some instances megaloblasts were observed in addition to a 
peripheral macrocytosis and anisocytosis of erythrocytes. Toxic 
manifestations were common. These included glossitis, ulcera- 
tion of the oral cavity, nausea, vomiting, diarrhea, and alopecia. 
In one instance there was ulceration of the entire gastrointestinal 
tract, including the esophagus and colon. Hematological toxic 
reactions included thrombocytopenia, leukopenia, and anemia. 
Aplasia of bone marrow was observed in one instance. In many 
instances the margin of safety between a toxic reaction and death 
was small. It should be emphasized that no patient with leukemia 
has been cured with folic acid antagonists although prolonged 
remissions have been obtained. 


GP (J. Am. Acad. Gen. Practice), Kansas City, Mo. 


4:1-216 (Nov.) 1951 
How the Endoscopist Can Help. E. B. Benedict.—p. 34. 
Use of Anticonvulsant Drugs. S. Carter.—p. 41. 
Psychologic Aspects of — Surgery. C. L. Straith and D. R. Millard 
Jr.—p. 47. 
Breast Feeding of canis Infants. E. H. Watson.—p. 53. 
Evaluating Psychosomatic Disorders. I. Stevenson.—p. 59. 
Which Anti-Infective to Use? W. C. Cutting.—p. 65. 
Treatment of Liver Disease. R. B. Capps.—p. 69. 
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Journal Clin. Endocrinology, Springfield, Tl. 
‘11:1215-1410 (Nov.) 1951 


p-Hydroxypropiophenone (PHP) and Other So-Called Pituitary Inhibitors, 
C. A. Schaffenburg, G. M. Masson, E. P. McCullagh and P. Haour. 
—p. 1215. 

Further Observations on Urinary Excretion of Water-Soluble Corti- 
costeroids by Normal and Abnormal Subjects. N. B. Talbot, M. S, 
Wood, J. Worcester and others.—1224. 

Thyroid-Thyrotropic Hormone Balance in Blood of Normal and Endo- 
crinopathic Individuals. S. A. D’Angelo, K. E. Paschkis, A. S. Gordon 
and A. Cantarow.—p. 1237. 

Protein-Bound Iodine in Serum of Rats Receiving lodide or Iodine With 
or Without Goitrogen. T. S. Danowski, S. J. Huff, P. M. Wirth and 
others.—p. 1254. 

On Mechanism of lodide Accumulation by Thyroid Gland. J. B. Wyn- 
gaarden, J. B. Stanbury and C. H. DuToit.—p. 1259. 

*Use of Thiouracil in Treatment of Metastatic Carcinoma of Thyroid with 
Radioiodine. J. E. Rall, W. N. Miller, C. G. Foster and others, 
—p. 1273. 

Malignam Thyroid Tumors Occurring in Mouse After Prolonged Hor- 
monal Imbalance During Ingestion of Thiouracil. H. P. Morris, A. J. 
Dalton and C. D. Green.—p. 1281. 

Responses to Radioactive lodine Therapy in Hyperthyroidism, with 
Special Reference to Cardiac Problems. F. Maloof and E. M. Chapman. 
—p. 1296. 

*Study and Treatment of 119 Cases of Carcinoma of Thyroid with Radio- 
active lodine. B. M. Dobyns and F. Maloof.-—p. 1323. 

Foods and Genesis of Goiter. M. B. Fertman and G. M. Curtis.—p. 1361, 

Excretion of Steroidal Substances by Adrenal Cortex in Various Diseases. 
K. Shadaksharappa, N. O. Calloway, R. H. Kyle and R. W. Keeton, 
—p. 1383. 

Adrenogenital Syndrome with Associated Episodes of Hypoglycemia. 

P. White and L. E. Sutton—p. 1395. 


Thiouracil in Radioiodine Treatment of Thyroid Metastases.— 
lodine concentration by thyroid cancers can be effectively in- 
creased by prolonged pretreatment with thiouracil, according 
to studies made at Sloan-Kettering Institute and Memorial 
Center. Following total thyroidectomy (either surgical or with 
radioiodine), thiouracil was administered in doses of from 1.0 
to 1.5 gm. per day. Three patterns of response were noted: (1) 
complete failure of thiouracil to influence radioiodine uptake; 
(2) gradual increase in avidity of metastatic lesions for radio- 
iodine; and (3) abrupt development of extremely high uptake. 
Increased uptake resulting from preparation with thiouracil made 
it possible fo administer therapeutic doses of radioiodine to 16 
patients. Pulmonary metastases diminished in three cases; growth 
was arrested in skeletal metastases in three others; and some 
improvement was noted in all. Six patients obtained relief from 
pain. Toxic effects resulting from the use of thiouracil were 
slight. There was no agranulocytosis, although in many patients 
a leukopenia of 3,000 cells per cubic millimeter developed. Dis- 
continuance of thiouracil was necessary in one case because the 
patient had a severe urticaria. 


Radioactive Iodine in Thyroid Carci Radioactive iodine 
was used to study, and in some instances to treat, 119 patients 


with carcinoma of the thyroid. The initial uptake of the isotope - 


in these carcinomas and their metastases is less than that of 
normal thyroid. As a result the quantity collected is so small 
that it has little if any therapeutic value. Three methods of in- 
creasing the uptake are described: total thyroidectomy, destruc- 
tion of normal thyroid function with radioactive iodine, and use 
of thiouracil compounds. A demonstrable increase in the uptake 
of radioactive iodine in metastases has been shown to follow 
total thyroidectomy; the interval between the operation and the 
appearance of the increase varies from three or four days to 
six months. Uptake usually becomes more pronounced as time 
passes. Use of radioactive iodine to destroy normal thyroid func- 
tion has several disadvantages: the amount required is relatively 
large and adds to the total radiation received by the patient; 
the first dose may be inadequate, necessitating further doses; and 
valuable time is lost. The possibility that the malignancy can 
be removed by surgery, or that the lesion is encroaching upon 
the trachea or esophagus, makes surgical exploration, and pos- 
sibly operation, advisable in most cases. Thiouracil compounds 
block the uptake of radioactive iodine in metastases, causing 
eventual depletion of stored iodine. Subsequent withdrawal of 
thiouracil finds the tumor avid for iodine and increases uptake. 
Use of radioactive iodine in therapeutic doses ranging from 50 
to 200 mc. benefited 10 of 50 patients with known metastatic 
lesions remaining after total thyroidectomy. Radiation from 
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radioactive iodine commonly causes a decline in the circulat- 
ing lymphocytes. No other serious blood changes were observed 
in this series. Ovarian failure and inflammatory reaction in the 
urinary bladder occurred in patients with pelvic metastases, ap- 
parently as a result of proximity, and liver damage was noted 
in one patient. 


Journal Lab. and Clinical Medicine, St. Louis 


38:663-828 (Nov.) 1951. Partial Index 


Localization of Radioactive /+Thyroxine in Neurohypophysis. J. M. 
Jensen and D. E. Clark.—p. 663. 

Diabetogenic Action of Organic Reagents: Destructive Lesions of Islets 
of Langerhans Caused by Sodium Diethyidithiocarbamate and Potas- 
sium Ethylxanthate. I. Kadota and O. Midorikawa.—p. 671. 

Impairment of Liver Function Subsequent to Injury to Spinal Cord. 
I. S. Cooper, E. H. Rynearson and C. S. MacCarty.—p. 689. 

Importance of Serial Determinations of Serum Alkaline Phosphatase in 
Incomplete Biliary Tract Observation. H. Ulevitch, E. A. Gall, P. 1. 
Hoxworth and others.—p. 693. 

Effect of Single Large Doses of Choline or Methionine on Phospholipid 
Turnover in Normal Human Subjects Maintained on Low-Protein Diet 
for Seven Days. W. E. Cornatzer, D. Cayer and W. A. Lambeth Jr. 
—p. 705. 

Rutin—tts Effect on Eosinophil Count in Peripheral Blood of Normal 
Subjects. J. Dougherty and J. K. Meneely Jr.—p. 709. 

Studies on Relationship of Tissue Fluid and Biood-Levels of Penicillin. 
L. Weinstein, G. K. Daikos and T. S. Perrin.—p. 712. 

Cross-Resistance to Antibiotics: Effect of Repeated Exposure of Bacteria 
to Aureomycin, Terramycin, Chioramphenicol or on Resis- 
tance to All of These Antibiotics and to Streptomycin and Penicillin. 
T. M. Gocke and M. Finland.—p. 719. 

Middlebrook Hemagglutination Test for Tuberculosis: Evaluation in Nor- 
mal Subjects and in Patients with Tuberculosis. J. Adcock, R. R. 
Haley and W. N. Davey.—p. 736. 

Fatal Herpes Simplex Infection in Newborn Infant. J. J. Quilligan Jr. 
and J. L. Wilson.—-p. 742. 

Simultaneous Recovery of Type A’ and Type C Influenza Viruses from 
Patient. E. Minuse and F. M. Davenport.—p. 747. 

Simplified Titrimetric Techniques for Assay of Calcium and Magnesium 
in Plasma. E. S. Buckley Jr., J. G. Gibson I, and T. R. Bortolotti. 
—p. 751. 

Specificity of Desiccation Method for Determining Alcohol in Biological 
Fluids. H. W. Smith.—p. 762 


Journal of Nutrition, Philadelphia 
45:165-304 (Oct.) 1951. Partial Index 


Excretion of Two Biologically Active Forms of Ascorbic Acid and of 
Diketogulonic Acid by Human Subjects. S. D. Chen and C. Schuck. 
—p. 165. 

Nitrogen Balance of Adult Rats Fed Diets Low in L- and DL-Threonine. 
E. S. Nasset, J. T. Anderson and A. M. Siliciano.—p. 173. 

Calories—Limiting Factor in Growth of Children. I. G. Macy and H. A. 
Hunscher.—p. 189. 

Calcium Balance of Adult Human Subjects on High- and Low-Fat 
(Butter) Diets. F. R. Steggerda and H. H. Mitchell.—p. 201. 

Study of Test Dose Excretion of Five B Complex Vitamins in Man. 

T. Lossy, G. A. Goldsmith and H. P. Sarett.—p. 213. 

Leucine and Histidine Tolerance in the Human. B. F. Steele and C. B. 
Le Bovit.—p. 235. 

Siudy of Histidine Deficiency and Nitrogen Balance Under Ad Libitum 
and Force-Feeding Conditions. J. W. Bothwell and J. N. Williams Jr. 
—p. 245. 

Reproductive Failure of Rats on Glyceryl Trilaurate-Containing Diets and 
Its Prevention by Certain Natural Fats. K. W. Keane, E. M. Cohn 
and B. C. Johnson.—p. 275. 


J. Pharmacology & Exper. Therap., Baltimore 
103:107-214 (Oct.) 1951. Partial Index 


Effect of Certain Antihistaminics on Epinephrine-Induced Hyperglycemia 
Lacticacidemia. E. L. Komrad and E. R. Loew.—p. 115. 

Metabolic Action of Cardiac Glycosides: Il. Effect of Ouabain and 

Digoxin on ee Phosphate Content of Heart. A. Wollen- 


Sodium Diphenylhydantoinate (Dilantin) in Epilepsy. 

R. B. Aird and L. Strait.—p. 136. 

Elimination of Enzymatic Diffusion Artifacts in Histochemical Locali- 
zation of Cholinesterases and Survey of Their Cellular Distributions. 
G. B. Koelle.—p. 153. 

Effect of di-Amphetamine Sulfate and Its Isomers on Intestinal Motility. 
E. J. Van Liere, J. C. Stickney, D. W. Northup and R. O. Bell. 
—p. 187. 

Effect of Intravenous Administration of Pitressin on Renal Function in 
Man. M. H. Maxwell and E. S. Breed.—p. 190. 

Relationship of Human Plasma Proteins in Action and Transport of 
Penicilim. B. Halpern, R. E. Doikrat, J. B. Lesh and others.—p. 202. 
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A. Ganz, F. E. Kelsey and E. M. K. Geiling.—p. 209, 
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Mental Hygiene, Albany, N. Y. 


35:529-712 (Oct.) 1951. Partial Index 
Community Psychiatry and Its Organizational Problems. G. Frankl. 
—p. 532. 
Principles and Practices Used in Child Psychiatric Clinics. H. W. — 
—p. 571. 


Psychodynamics of the Triad, Alcoholism, Gambling, and Superstition. 
I. Galdston.—p. 589. 


Volunteer Work in State Hospital by College Students. J. N. Haddock 
and H. D. Dundon.—p. 599, 


Organizing for Mental Health in the Local Community. S. Whitman. 
—p. 618. 


Ohio State Medical Journal, Columbus 


47:981-1084 (Nov.) 1951 


Polyarteritis Nodosa: Review Together with Report of Case Due to 
Hydantoin Sensitization Treated with Cortisone. A. L. Frankel and 
N. O. Rothermich.—p. 1013. 

The National Diabetes Detection Drive—November 11-17, 1951. T. P. 
Sharkey.—p. 1022 

Erythema Infectiosum: Fifth Disease—Clinical Note. R. 1. Fried—p. 1027. 

Cancer of Cervix—The General Practitioner’s Enigma. L. B. Greentree. 
—p. 1029. 

Evaluation of Antithyroid Drugs in Management of Goiter. R. C. Austin 
and E. Damstra.—p. 1032. 


Oklahoma State Medical Assn. J., Oklahoma City 


44:419-458 (Nov.) 1951 


Hyperparathyroidism-Osteitis Fibrosa Cystica Parathyroid Adenoma with 
Report of Case. J. C. Brogden and L. Lowbeer.—p. 421. 

Studies of Treatment Problems of Adenocarcinoma of Endometrium. 
J. L. McKelvey.—p. 428. 

The Newer Antibiotics. R. Q. Goodwin.—p. 432. 

Care of the Burned Patient. A. R. Wiley.—p. 436. 


Public Health Reports, Washington, D. C. 
66:1379-1414 (Oct. 26) 1951 

Dental Practice in Western Pennsylvania. A. Ciocco, I. Altman and 
I. Sissman.—p. 1379. 

Domestic Water and Dental Caries: VII. Study of Fluoride-Dental Caries 
Relationship in Adult Population.. A. L. Russell and E. Elvove. 
—p. 1389. 

*Viability of Brucella Melitensis in Naturally Infected Cured Hams. L. M. 

tchings, N. B. McCullough, C. R. Donham and others.—p. 1402. 


66:1415-1450 (Nov. 2) 1951 


Field Studies on Immunization Against Tuberculosis: I. Tuberculin 
Allergy Following BCG Vaccination of School Children in Muscogee 
County, Georgia. L. W. Shaw.—p. 1415. 

Research Contributions of BCG Vaccination Programs: Il. Tuberculin 
Sensitivity at Different Altitudes of Residence. L. E. Bates, T. Busk 
and C, E. Palmer.—p. 1427. 


Viability ef Brucella in Naturally Infected Cured Hams.— 
Eleven yearling hogs weighing from 300 to 400 Ib. (136.2 to 
181.6 kg.) were obtained from a herd exhibiting clinical evi- 
dence of brucellosis. Numerous abortions prompted the owner 
to dispose of the herd. The hogs all had positive Brucella agglu- 
tination tests. All cultures obtained from these hogs were identi- 
fied as Br. melitensis. Prior to slaughter, blood for culture was 
obtained from each animal. The hogs were slaughtered and 
processed in an improvised abattoir closely simulating packing 
plant conditions. Cultures made from many areas of the carcass 
showed the organism to be widely distributed. The hams and 
shoulders were cured by standard processes, 11 hams subse- 
quently being smoked. Brucella was recovered from the hams 
for as long as 21 days in cover pickle, but the organism was not 
recovered after the smoking process. These data should not be 
interpreted to mean that all commercial smoking processes make 
Brucella nonviable, or that home-smoked meats are necessarily 
‘safe. 


Rocky Mountain Medical Journal, Denver 
2811-908 (Nov.) 1951 


Geriatric Abdominal Surgery. R. M. duRoy and K. C. Sawyer.—p. 834. 

Preventing Socialized Medicine Is Our Job: Presidential Address. K. E. 
Krueger.—p. 842. 

ae and Contraindications for Cesarean Section. E. S. Auer. 
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South Carolina Medical Assn. Journal, Florence 


47:393-434 (Nov.) 1951 
Scopolamine in Obstetrics. H. F. Sharpley Jr.—p. 393. 
Drug Therapy in Allergic Disease. I. M. Hinnant.—p. 401. 
Sympathectomy for Hypertension Follow-Up Survey. F. E. Kredel, 
G. S. T. Peeples and B. Wham.—p. 406. 


Surgery, St. Louis 
30:763-922 (Nov.) 1951 

Surgical Treatment of Massive Lymphedema of Lower Extremities. D. A. 
Campbell, W. W. Glas and M. M. Musselman.—p. 763. 

Chronic Portal Vein Occlusion and Portal Hypertension in Dog. A. N 
Morris and H. H. Miller.—p. 768. 

Observations on Complete Reversal of Circulation in Hind Limb of Dog. 
‘T. B. Ferguson, W. C. Sealy, W. G. Young and R. A. Gowdy.—p. 775. 

Simple Electrical Apparatus for Clinical Treatment of Ventricular Fibril- 
lation. W. B. Kouwenhoven and J. H. Kay.—p. 781 

*Anterior Chamber of Eye for Investigative Purposes: Site for Trans- 
plantation of Fetal Endocrine Tissues and Cancer, and for Study of 
Tissue Reaction. J. T. Dameron.—p. 787. 

Clinical Physiology of Human Bronchi: II. Effect of Vagus Section upon 
Pain of Tracheobronchial Origin. D. R. Morton, K. P. Klassen and 
G. M. Curtis.—p. 800. 

Bronchial Arteries: I. Experimental Occlusion, F. H. Ellis Jr., J. H. 
Grindlay and J. E. Edwards.—p. 810. 

Incidence of Distant Metastases Among Patients Dying with Head and 
Neck Cancers: Analysis of 200 Autopsies. L. F. Peltier, L. B. Thomas, 
T. H. Crawford and others.—p. 827. 

Experimental Use of Free Arterial and Split-Thickness Skin Grafts for 
Bridging Defects in Common Bile Duct of Dog. C. A. Hardin and 
C. F. Kittle.—p. 834. 

Primary End-to-End Anastomosis for Congenital Atresia of Small Bowel. 
I. D. Baronofsky.—p. 84 

Effect of Hyaluronidase and Plasma Administered Subcutaneously to 
Burned Rats. K. L. Stephenson.—p. 845. 


Transplantations into Anterior Chamber of Eye.—The anterior 
chamber of the eye is adapted for the study of problems 
that are not necessarily ophthalmologic. It was used by the 
author in the study of tissue reaction to foreign materials, the 
homologous transplantation of fetal endocrine tissue in adult 
nonrelated hosts, and the heterologous transplantation of human 
cancer. (1) A small piece of polyethelene tubing was inserted 
into the anterior chamber of a rabbit's eye for over three months. 
Minimal tissue reaction was observed. It was considered safe, 
therefore, to place such tubing within the spinal epidural space 
in order to give analgesia over a period of several weeks to a 
patient with an inoperable and painful carcinoma. This simple 
method of studying tissue reaction to foreign bodies does not 
require histological techniques. By using this method the reaction 
of the tissues to the foreign bodies may be observed continu- 
ously. (2) Fetal transplants were made of adrenal, ovary, testes, 
and thyroid tissue in 230 rabbits, 170 guinea pigs, and 53 dogs. 
The hosts were adult unrelated animals. The eye of the host was 
anesthetized with either 7% cocaine or 1% tetracaine hydro- 
chloride and the endocrine tissue fragments were inserted into 
the anterior chamber of the eye with the aid of a trocar and 
guided farther down into the junction of the iris and cornea by 
external pressure on the cornea. A 50 to 60% survival with 
continuous growth was obtained in the homologous embryonic 
transplants of adrenal, ovary, testes, and thyroid tissue in adult 
normal guinea pigs and rabbits. In castrated and thyroidectom- 
ized hosts, the percentage of “takes” of the ovaries and testes 
and thyroid was increased from 60 to 90%. Results indicated 
that fetal endocrine transplants of adrenal ovary, testes, and 
thyroid tissue grow, differentiate from fetal to adult form, and 
function within the host. In the dog the anterior chamber is very 
large; because of this, many of the transplants were allowed to 
flow to the center of the cornea where they died because of lack 
of blood supply and the percentage of “takes” was less in the 
dog. (3) A piece of thyroid carcinoma was obtained from a 
patient at the time of a lymph node dissection of the neck and 
was transplanted to the anterior chamber of the eyes of a guinea 
pig. There the cancer grew and was microscopically identical 
to that obtained from the patient. A malignant melanoma was 
obtained at the time of operation from a patient and was trans- 
planted within two hours to the anterior chamber of a rabbit's 
eye. The tumor grew and was microscopically identical to the 
original tumor. The susceptibility of human malignant tissue 
to drugs, hormones, or irradiation therapy may be advan- 
tageously studied in such a manner. 
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Acta Tuberculosea Belgica, Brussels 


42:415-486 (Oct.) 1951. Partial Index 
*Some Recent Techniques of Bacteriologic and Serum Diagnosis in 
Phthisiology. R. Linz.—p. 415. 
Abuses of Streptomyein, Paraaminosalicylic Acid and Amithiozone. 
A. Verstraeten.—p. 455. 
Bronchographic Studies During Coughing. R. Péromet.—p. 462. 


Diagnosis in Phthisiology——Smears of 181 sputum specimens 
of patients with tuberculosis were stained according to the Ziehl- 
Neelsen method using either methylene blue or strong iodine 
(Lugol’s) solution as counterstains. Tubercle bacilli were demon- 
strated in 79 of the 181 specimens. In no instance were the 
tubercle bacilli demonstrated by one of the two counterstains 
and not by the other, but they were demonstrated more easily 
and rapidly with the strong iodine solution. For the detection of 
tubercle bacilli in sputum, gastric washings, cerebrospinal fluid, 
and urine, culture proved superior to direct microscopic ex- 
amination but not to guinea pig inoculation. Of 76 positive speci- 
mens, 48 (63.2%) were positive on both culture and guinea pig 
inoculation, 9 (11.8%) were positive on culture and negative on 
guinea pig inoculation, while 19 (25%) were negative on cul- 
ture and positive on guinea pig inoculation. Culture of tubercle 
bacilli carried out concurrently with animal inoculation is ad- 
vocated. The Middlebrook and Dubos hemagglutination test still 
requires additional study, and its diagnostic and prognostic sig- 
nificance is not well known. The measurement of in vitro strep- 
tomycin-sensitivity of tubercle bacilli detected in the sputum is 
easy, but interpretation of results obtained in practice is difficult. 
Streptomycin sensitivity tests are time-consuming, and results 
may be so delayed that the patient cannot be benefited. Determi- 
nation of the number of bacilli in the patient, which in turn 
determines the bacteriostatic concentration of streptomycin, pre- 
sents other difficulties. Sensitive tubercle bacilli may persist in 
the patient treated with streptomycin, and occasionally bacilli 
that became resistant during streptomycin therapy may become 
sensitive again later. To be clinically significant, the strepto- 
mycin sensitivity test requires that the total amount of sputum 
produced in two or three successive days be studied. Results of 
sensitivity tests of the same specimen may be contradictory 
when performed according to different methods. These difficulties 
necessitate close collaboration between the clinician and bac- 
teriologist. 


Archives of Disease in Childhood, London 
26:365-476 (Oct.) 1951. Partial Index 

Neurosurgical Methods in Treatment of Tuberculous Meningitis: With 
Note on Some Unusual Manifestations of Disease. H. Cairns.—p. 373. 

Cerebral Palsy. W. R. F. Collis and M. O’Donnell.—p. 387. 

Mortality in Young Children in the City of Aberdeen During 5Q Years 
1900-1949. J. Craig.—p. 399. 

*Assessment of Prematurity by Birth Weight, Crown-Rump Length, and 
Head Circumference. R. W. B. Ellis.—p. 411. 

Foetal Adrenal Hyperplasia. C. F. Harris and E. F. Scowen.—p. 423. 

Radial Nerve Palsy Associated with Localized Subcutaneous Fat Necrosis 
in the Newborn. R. Lightwood.—p. 436. 

Recurrent Neutropenia. A. Moncrieff.—p. 438. 

Convulsions (Including Epilepsy) in Childhood. D. Paterson.—p. 441. 

Studies in Coeliac Disease: Glucose Absorption. W. Sheldon and A. 
MacMahon.—p. 446. 

Random Reflections on Human Milk Bank. J. G. Wilson.—p. 452. 

Myasthenia Gravis in Children. W. G. Wyllie, M. Bodian and N. F. E. 
Burrows.—p. 457 


Assessment of Prematurity.—The occipitofrontal head circum- 
ference, crown-rump length, and birth weight were measured on 
119 living premature infants of 29 to 37 weeks’ gestation, and on 
243 male and 209 female full term infants. Crown-heel length 
was measured on 30 premature infants, and on 238 male and 206 
female full term infants. The means and standard deviations for 
groups of increasing gestational age are presented. It is suggested 
that crown-rump length might usefully be included in the routine 
measurement of infants where facilities are available, and it is 
emphasized that this measurement has certain advantages over 
that of crown-heel length in the case of premature infants. The 
criteria of prematurity are discussed, and the following arbitrary 
measurements agreed with the data well enough to be of clinical 
value: head circumference less than 33 cm. (13 in.); crown-rump 
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length less than 32 cm. (12% in.) or alternately less than 12% in.; 
birth weight 2,500 gm. (5% Ib.) or less. It is emphasized that any 
single arbitrary standard is likely to include some full term in- 
fants and exclude some premature infants of over 36 weeks’ ges- 
tation. The proportion of misfits will be reduced by using three or 
more measurements in combination, together with gestational 
age when this is known. The correlations of birth weight and 
crown-rump length to gestational age in weeks in premature in- 
fants were almost identical, viz., 0.61 and 0.60, respectively. In 
full term infants, the crown-heel and crown-rump length showed 
the highest correlation with weight. The correlations were small- 
est in the case of head circumference. 


Biochemical Journal, London 


49:561-720 (Oct.) 1951. Partial Index 


Influence of High-Sucrose Diet on Calcium and Phosphorus Percentage of 
Rat Femur, and Comparison with Its Effect on Enamel and Dentine of 
Rat Incisor Teeth. R. L. Hartles.—p. 574. 

Dimensions of Particle of Hyaluronic Acid Complex in Synovial Fluid. 
A. G. Ogston and J. E. Stanier.—p. 585. 

Turnover Number of Cholinesterase. W. K. Berry.—p. 615. 

Occurrence of Ascorbic Acid in Walnut (Juglans Regia). C. Daglish. 


p. 639. 

Paper Chromatography of Amines. J. M. Bremner and R. H. Kenten. 

—p. 651. 

Beta-(3:4-Dihydroxyphenyl) Ethylamine (Hydroxytyramine) in Normal 
Human Urine. U. S. von Euler, U. Hamberg and S. Hellner.—p. 655. 

Cytochrome System of Adrenal Medulla. C. L. Tsou.—p. 658. 

Oxidation in Liver of L-Tyrosine to Acetoacetate Through p-Hydroxy- 
phenyl-pyruvate and Homogentisic Acid. W. E. Knox and M. LeMay- 
Knox.—p. 686. 

Biological Action of Substances Related to Thyroxine: 2. Further De- 
rivatives of 3:5-Diiodo-4-Hydroxybenzoic Acid. J. H. Wilkinson, M. M. 
Sheahan and N. F. Maclagan.—p. 710. 


British Journal of Experimental Pathology, London 
32:285-386 (Aug.) 1951. Partial Index 


Observations on Course of Infection with Certain Natural Bacterial 
Pathogens of Rat in Rats on Protein-Deficient Diets. J. A. R. Miles. 
—p. 285. 

Studies on Staphylococcus Mutation: Naturally Occurring “G” Gonidial 
Variant and Its Carbon Dioxide Requirements. J. H. Hale.—p. 307. 
Action of Proteolytic Enzymes on Antitoxins and Proteins in Immune 
Sera: III, Further Studies on Enzyme Systems Which Split Antitoxin 

Molecule. C. G. Pope and M. F. Stevens.—p. 314. 

Use of V. Cholerae Filtrafes in Destruction of Non-Specific Inhibitor in 
Ferret Sera. A. Isaacs and A. Bozzo.—p. 325. 

Complement-Fixing Antigen of Bact. Coli Bacteriophage TS: Its Be- 
haviour During Virus Growth. P. M. Rountree.—p. 341. 

Effect on Experimental Tuberculosis of Intravenous Injection of Micro- 
coccin. N, P. Markham, A. Q. Wells, N. G. Heatley and H. W. Florey. 


. 353. 
Some Histological Aspects of Formalin “Arthritis” in Rats. G. H. Bourne. 
377. 


British Journal of Plastic Surgery, Edinburgh 
4:157-230 (Oct.) 1951 

Possibility of Establishing Skin Banks. H. P. Pickerill.—p. 157. 

The “Blue Flap”: Method of Treatment. W. Hynes. 


Malignant Disease: Some Problems of Diagnosis and Initial Treatment. 
D. C. Bodenham.—p. 173. 


*New Method of Nasai Tip Reconstruction Utilising Local Caterpillar 
Flap. T. D. Cronin.—p. 180. 

Transposed Flaps in Cleft Palate Repair. J. Cuthbert.—p. 185. 

Case Report: Treatment of Unusual Case of X-Ray Necrosis. E. Peet. 
—p. 188.. 

Treatment of Prominent Ears. P. H. Jayes and R. H. Dale.—p. 193. 

New Method of Shaping Deformed Ears. A. Ragnell.—p. 202. 

Easy Method to Correct Prominent Ears. M. Gonzalez-Ulloa.—p. 207. 

Large Osteoma of Frontal Sinus: Method of Removal to Minimize Scar- 
ring and Prevent Deformity. T. Gibson and F. M. Walker.—p. 210. 

Treatment of Dupuytren Contracture. M. H. Shaw.—p. 218. 

Burns: Some Experiences in Local Care. A. B. Wallace.—p. 224, 


New Method of Nasal Tip Reconstruction.—Loss of the tip of 
the nose, even though of small degree, may nevertheless be of 
major importance in reconstruction. When replacement with 
tissue from distant sources, such as forehead, neck or arm, is 
attempted, differences in texture and color of skin must be con- 
sidered. It is almost axiomatic in plastic surgery that the use 
of local tissue is the procedure of choice. The two-stage method 
here described makes use of local tissue. It utilizes two pro- 
cedures that are well established in plastic surgery, the VY 
advancement and the “caterpillar” or “creeping” flap. The cater- 
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pillar flap is ratsed with its base or pedicle in the direction in 
which the flap is to be moved. The distal end is then slid towards 
the base, developing a fold in the flap at right angles to the 
surface. After two or more weeks, when the distal end of the 
flap has become well implanted, the original base or pedicle of 
the flap is cut loose and the end advanced by using the fold in 
the flap. Two cases illustrating the use of this method are 
described. 


British Journal of Venereal Diseases, London 


27:117-172 (Sept.) 1951. Partial Index 


Veneral Diseases in the British Colonies. A. M. W. Rae.—p. 118. 

Some Observations on Gonorrhoea Among West African Negroes. G. H. 
V. Clarke.—p. 130. 

Penicillin in Treatment of Neurosyphilis. W. D. Nicol and M, Whelen. 
—p. 132. 

Keratodermia Blennorrhagica: Report of Case and Suggestion Concern- 
ing Its Nature. G. Auckland.—p. 143. 

Jaundice Following Acetarsol Pessaries. H. D. Crosswell.—p. 150. 

Venereophobia in the Male. H. L. Rogerson.—p. 158. 


British Medical Journal, London 


2:1103-1166 (Nov. 10) 1951 
Impact of Protozoa on World Economic Problems. H. E. Short.—p. 1103. 
*Radiation Cancer of Pharynx. A.” W. G. Goolden.—p. 1110. 
Ferrous Sulphate Poisoning in Children. I. O. B. Spencer.—p. 1112. 
Childhood Factors in Duodenal Ulcer. T. D. Kellock.—p. 1117. 
Unusual Case of Traumatic Heart Disease with Clinical Recovery. R. J. 
Vakil and M. Lenczner.—p. 1120. 
Diathermy Treatment of Angiomata. D. Aiken.—p. 1123. 
Use and Interpretation of Fantus Estimation of Urinary Chloride. W. H. 
Taylor.—p. 1125. 
Concentration of Oxygen Reached in Oxygen Tents. C. R. S. Jackson. 
—p. 1129. 


Radiation Cancer of Pharynx.—There have been many examples 
of radiation cancer of the skin, but only a few cases have been 
reported in which a tumor developed in the deep tissues as a 
sequel to external therapeutic irradiation. Goolden describes 
four*patients who developed malignant lesions from 26 to 30 
years after they had received irradiation therapy. Three of the 
patients had received x-ray therapy for thyrotoxicosis and the 
fourth had been treated with x-rays for tuberculous lymph nodes. 
The growths.that appeared many years later were squamous- 
celled carcinomas in three cases and a fibrosarcoma in the other. 
In the three patients treated for thyrotoxicosis the tumors had 
arisen approximately 4 cm. deep in the center of the irradiated 
area; all three patients had had severe radiation damage to the 
skin, two of them requiring excision and plastic repair for either 
epitheliomatous change or necrosis. The fourth patient had not 
shown convincing evidence of skin damage, and for this reason 
it might be doubted that the tumor resulted from irradiation. 
However, the tumor was in an uncommon site for cancer, and 
it is hard to believe that its appearance was entirely coincidental. 


Canadian Medical Association Journal, Montreal 


65:409-522 (Nov.) 1951 
*Some Observations on Surgical Treatment of Mitral Stenosis. P. David 
and E. Gagnon.—p. 409. 


Upper Gastro-Intestinal Haemorrhage. D. Macdonald and O. Z. Young- 
husband.—p. 412. 


Morbidity Statistics in Department of Veterans’ Affairs. G. A. Winfield. 
417. 


Fits and Faints. C, Symonds.—p. 422. 

Abdominal Aortic Aneurysm. H. Gold.—p. 427. 

Lister Epoch in Medicine. D. C. Balfour.—p. 431. 

Staphylococcal Pneumonia and Pyoderma in Infancy. A. J. De Pape and 
D. S. McEwen.—p. 439. 

Keloid. J. S. Polson, C. J. Pattee and F. M. Woolhouse.—p. 447. 

Adrenal Cortical Insufficiency: Psychological and Neurological Obser- 
vations. R. A. Cleghorn.—p. 449. 

aoe of Oesophagus. G. F. Strong, R. Wilson and H. E. Taylor. 


. 455. 
Studies in Diabetes Mellitus. D. R. Wilson. 
—p. 462. 


Nephrocalcinosis. H. Ostry.—p. 465. 
Sternal Marrow Aspiration in Miliary Tuberculosis. A. R. Armstrong, 
W. Anderson and J. H. Lee.—p, 468. 


_ Surgical Treatment of Mitral Stenosis.—In 11 patients with sus- 

‘pected mitral stenosis who submitted to exploration of the mitral 
valve, commissurotomy was performed in 10. Commissurotomy 
was not performed in one because palpation of the posterior 


ieaflet suggested the absence of stenosis. Excellent results were 
obtained in six patients followed for 3 weeks to 14 months, and 
good results were obtained in two followed for 1 and 4 months, 
respectively. Two patients died, one because of a cut by techni- 
cal error in the anterior leaflet that caused blood to regurgitate at 
systole, and the other because of cardiovascular collapse. Evalu- 
ation of results should be based on subjective observations 
rather than on auscultation and on changes in the quality and 
intensity of murmurs. Commissurotomy is indicated particularly 
in patients with a history of pulmonary edema, hemoptysis, 
peripheral embolism, and decompensation of the right side of 
the heart. It should not be performed as a prophylactic measure 
in patients with well-compensated stenosis. With regard to the 
operative technique three points are stressed: (/) the postero- 
lateral incision is to be preferred to the anterior incision; (2) 
“digital fracture,” i. e., forcing the finger through, should be 
done only if it has been preceded by an incision; (3) section df 
the median commissure, which is harder to identify by palpation 
than the anterolateral band, should not be attempted. 


Chirurg, Heidelberg 
22:433-480 (Oct.) 1951. Partial Index 


*Efficacy of Various Methods of Osteosynthesis in New, Closed Fractures. 
C. Habler.—p.433. 


Simplified Technique of Nailing of Neck of Femur. F. Rehbein and 
H. Gelbke.—p. 439. 

Pertrochanteric Fractures and Round Nailing. G. Meins.—p. 443. 

Therapeutic Results of Nailed Pertrochanteric Fractures (Two-Branched 
Nail). J." Weis.—p. 445. 

Tetanus from Wound Infection. K. Poppe.—p. 451. 


Methods of Fixation in New, Closed Fractures.—Although 
mechanical fixation of the ends of a fractured bone is recognized 
as valuable in incorrectly healed fractures and pseudarthroses, 
opinions still differ about its value in new fractures. Habler shows 
that Kiintscher’s closed medullary nailing technic is to be pre- 
ferred to all other radical or conservative methods, when it 
produces a stable fixation of the fragments. When the fixation 
is only “relatively stable,” the indications for the Kiintscher 
method should be made more strict. In these cases, conservative 
methods and “open” methods should be compared with Kiint- 
scher’s method. Binding the fragments together with ring or 
wire has proved valuable in long oblique fractures of centrally 
constricted bones and is superior to conservative therapy, but this 
method is not suitable for short oblique and transverse fractures. 
The use of wire suture or a spring in the cancellous bone 
[Maatz] is valuable in fractures in which axial separation 
threatens (olecranon and patella). The screw method has ad- 
vantages in the short oblique and Y-fractures at the articular 
terminations of the long tubular bones, where it is superior to 
medullary nailing, but it should be resorted to only if nonsurgical 
reduction does not succeed. Lane’s plate, even today, has its 
place in the treatment of transverse epiphyseal fractures, for in 
these cases medullary nailing does not produce stable fixation, 
but the plate should be used only when conservative measures 
are ineffective. The author feels that there will be further de- 
velopments in mechanical fixation of fractures. A careful selec- 
tion not based on consideration of mechanical or biologic factors 
alone is necessary in order to avoid failures and sncatvect 
evaluation. 


Journal of Endocrinology, London 


7:299-378 (Oct.) 1951. Partial Index 


Effect of Thyroidectomy on Reproduction in Female Rabbit. P. L. Krohn. 
—p. 307 

Induction of Menstrual Bleeding in Amenorrhoeic and Normal Monkeys 
by Progesterone. P. L. Krohn.—p. 310. 

Estimation of Corticosteroid-Like Substances in Human Urine. A. M. 
Robinson and J. M. Norton.—p. 321. 

Ovarian Hypertrophy After Unilateral Hysterectomy. A. M. Mandl and 
S. Zuckerman.—p. 339. 

Action of Glycine on Liver Glycogen of Fasting Mice, Normal and 
Adrenalectomized. M. F. Lockett and M. M. Evans.—p. 357. 

Physiological Factors Affecting Response of Experimental Wound Healing 
to ACTH. B. E. Clayton and F. T. G. Prunty.—p. 362. 
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Lancet, London 
2:795-844 (Nov. 3) 1951 

Dermatology from the Time of Harvey. A. Gray.—p. 795. 

*Iritis as Presenting Symptom in Ankylosing Spondylitis. M. Q. Birkbeck, 
W. St. J. Buckler, R. M. Mason and W. S. Tegner.—-p. 802. 

Effects of Adrenaline, Noradrenaline, and Methedrine on Renal Circula- 
tion During Anaesthesia. H. C. Churchill-Davidson, W. D. Wylie, 
B. E. Miles and H. E. de Wardener.—p. 803. 

Tuberculin-Neutralising Factor in Patient with Miliary Pulmonary Lesions. 
A. W. Lees.—p. 805. 

C-Reactive Protein in Chronic Kheumatic Diseases. A. G. S. Hill.—p. 807. 

Annular Pancreas. J. C. N. Wakeley.—p. 811. 

Haemogiobinuria in Typhoid Fever: Report of Two Cases. a. B. Shaw. 
—p. 813. 

*Two Cases of Ulcerative Colitis Treated with Vitamin Bu. G. A. Rail. 
—p. 816. 


Iritis as Presenting Symptom of Ankylosing Spondylitis.—In a 
series of patients observed by the department of physicai medi- 
cine at the London Hospital 13 of 148 patients with ankylosing 
- spondylitis had iritis, but Birkbeck and associates feel that it is 
not generally realized that iritis can be the presenting sign of 
this syndrome. They recently observed 11 patients who had 
ankylosing spondylitis when they first sought medical attention 
for iritis. The authors present brief histories of these patients 
and say that the iritis associated with ankylosing spondylitis is 
regarded by ophthalmologists as a nonspecific manifestation of 
an allergic response. Since the cause of ankylosing spondylitis is 
not known, and there is no evidence that it is due either to strep- 
tococcal or gonococcal infection, the actual cause of the iritis 
found in this condition is a matter of conjecture. On the other 
hand, it seems that many patients who seek advice for iritis also 
have ankylosing spondylitis that is not diagnosed or treated. In 
view of the powerful therapeutic effects of radiotherapy, corti- 
sone, and corticotropin (ACTH) in ankylosing spondylitis the 
possibility of co-existent ankylosing spondylitis should be ex- 
plored in all patients with nonspecific iritis so that such spon- 
dylitis can be treated as early as possible. 


Vitamin B,, in Ulcerative Colitis—The two patients reported 
here had colicky abdominal pains before defecation, tenesmus, 
and diarrhea with stools containing blood and mucus. Amebic 
dysentery was suspected, but could not be verified, the repeated 
search for ova, cysts, and protozoa being negative. Sigmoid- 
oscopy revealed inflammation of the bowel with numerous dis- 
crete ulcers and hemorrhagic patches. The diagnosis of ulcera- 
tive colitis was arrived at by exclusion, and treatment with vita- 
min B,. was started, 20 y being injected daily for from four to 
seven days and then twice weekly for several weeks. Both pa- 
tients responded promptly and have remained well for over a 
year. Many theories of the cause of ulcerative colitis have been 
propounded, and many remedies have been tried, but none has 
met with great success. The idea of using a liver extract in ulcer- 
ative colitis was first conceived in 1944 when the author noticed 
the healing effect of high liver diets on residual ulcers in patients 
with amebiasis. It then seemed that ulcerative colitis might pos- 
sibly be due to some dietary deficiency. Both patients presented 
here had, at different times previously, been on diets in many 
ways inadequate as compared with their customary diets. 


Medical Journal of Australia, Sydney 
2:417-452 (Sept. 29) 1951. Partial Index 


Further Revision of Dermatomes. J. H. Young.—p. 425. 

Some Observations on Treatment of Otitis Externa and Otitis Media. 
W. E. David.—p. 427. 

Pregnancy Toxaemia. W. F. Joynt.—p. 434. 


2:453-484 (Oct. 6) 1951 

Pancreatitis at Royal North Shore Hospital of Sydney from 1925 to 1950. 
T. F. Rose.—p. 453. 

Venous Occlusion Plethysmography: II. Aid to Diagnosis and Manage- 
ment of Peripheral Vascular Disease. A. J. Barnett.—p. 458. 

Problem of Simple Goitre. F. F. Rundle.—p. 464. 

*Abdominal Migraine: Report of Case. D. W. Piper.—p. 468. 

Case of Hemiparesis Following Cut Throat. J. B. Natly.—p. 469. 


Abdominal Migraine.—Migraine, in its protean forms, is a 
symptom complex usually dominated by headache. Abdominal 
migraine is one of the rarest migrainous variants. The case re- 
ported here began as so-called cyclical vomiting in childhood, 
and the symptoms, persisting into adult life, were characteristic 
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of abdominal migraine. The patient, now 16 years old, had had 
attacks of vomiting since the age of 3. The attacks of vomiting 
lasted about one week and then did not occur for one or two 
weeks. This cycle was repeated for two to six months, and then 
she did not vomit again for about two years. Her family history 
revealed that her two brothers and father had migraine. Before 
her admission to hospital the therapeutic effect of ergotaminc 
tartrate ( gynergen") was tried, and on three occasions it stopped 
the attacks in a few hours, although they usually lasted for one 
week. Elect phalographic studies disclosed minor abnor- 
malities. Commenting on this case, Piper cites the opinions of 
other authors and says that there appears to be no clear dividing 
line between cyclical vomiting of childhood and the abdominal 
variant of migraine. The functional pathology of abdominal mi- 
graine is obscure. Moore believed that the abdominal symptoms 
are due to discharges arising in cortical areas 6, 5, and 3 of Brod- 
mann, or in the diencephalon, or in both, which produce abnor- 
mal motility of the intestinal tract with resultant pain. He urged 
that it be called abdominal epilepsy and not abdominal migraine. 


Minerva Medica, Turin 


42:219-242 (Aug. 25) 1951. Partial Index 

*Therapeutic Experiments with Visammin in Coronary Disease. F. Di 
Giuseppe.—p. 219. 

Presence of Mast Cells in Bone Marrow: Relationships Between Mast 
Cells and Heparinic Activity of Plasma in Pathogenesis of Thrombosis 
and Spontaneous Hemorrhage. P. Meneghini—p. 223. 

Occupational Dermatosis Due to Streptomycin. A. Chierici—p. 230. 


Visammin in Coronary Disease.—Visammin (khellin) was given 
to 2 patients with myocardial infarction and to 14 patients with 
angina of effort, two of whom had recently suffered myocardial 
infarction. A daily dose of 120 mg. divided into two 40 mg. 
tablets and one parenteral injection of 40 mg. was given for 
7 to 10 days. In some mild cases the dose of choice seemed to 
be two 40 mg. tablets given daily after meals. Treatment was 
continued for 10 to 20 days. Anginal pain and attacks receded 
in 10 patients, including the 2 with myocardial infarction. -Side- 
effects were pronounced in two patients in whom treatment had 
to be discontinued on the 4th and the 19th day respectively. 
In one patient, who had tolerated parenteral administration of 
400 mg. of visammin, one tablet of 40 mg. caused severe gastric 
disturbances, and the treatment was suspended. Results could 
not be evaluated in one patient. The use of this powerful vaso- 
dilator drug in coronary disease is limited by the side-effects 
that increase with larger and repeated doses. 


Presse Médicale, Paris 


59:1321-1340 (Oct. 13) 1951 
*Treatment of Syphilitic Aortitis with Penicillin. C. Lian, R. Nedey 
and A. Cassimatis—p. 1321. 
*Causes of Failures in Surgical Treatment of Protruded Intervertebral 
Disk. A. Sicard.—p. 1323. 
Essential Polycythemia and Serum Iron. M. Tubiana and F. Schapira. 
—p. 1324. 


Penicillin in Syphilitic Aortitis—Penicillin was administered to 
24 patients with syphilitic aortitis, including 19 with aortic in- 
sufficiency, 2 with syphilitic aneurysm, and 3 with aortic insuffi- ~ 


_ ciency and aneurysm. Six intramuscular injections of an aqueous - 


solution of the antibiotic were given daily for 10 to 15 days. 
The initial dose varied from 200,000 units to 1,000,000 units, 
and the total dose of one course of treatment varied from 
3,000,000 to 15,000,000 units. Several patients were given re- 
peated courses of treatment. Two patients died, one on the 
third day of penicillin treatment and the other on the third day 
after termination of treatment, but neither death could be at- 
tributed to the penicillin therapy. Except for a temporary febrile 
reaction in three patients and an urticarial eruption in one, the 
treatment was well tolerated. The Herxheimer reaction did not 
occur in any patient. There was pronounced and rapid relief of 
substernal pain. The effect of the drug on cardiac decompensa- 
tion was less evident because of the combined administration 
of cardiotonic agents, but several patients were definitely bene- 
fited. Although undesirable effects of penicillin therapy have 
been observed only in exceptional cases, the authors consider 
it advisable first to treat patients with syphilitic aortitis as non- 
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syphilitic patients with angina pectoris or cardiac decompensa- 
tion. Only when this treatment fails or when the results appear 
to be inadequate should penicillin therapy be used and combined 
with administration of cardiotonic agents, diuretics, and dietetic 
treatment. As a precautionary measure, a few injections of mer- 
curic cyanide should be given before penicillin is instituted. The 
minimum daily dose of penicillin should be 500,000 units, and 
it may be increased to 1,000,000 units daily for at least two 
weeks, but continued for three to four weeks if required. It 
should be followed by a one-month course of treatment with 
mercuric cyanide and, in the absence of renal insufficiency, by 
another one-month course of treatment with bismuth. This three 
month-treatment should be repeated three or four times during 
one year until the patient’s serum becomes negative and there 
is pronounced improvement of the cardiovascular disturbances. 


Failure in Surgery for Protruded Intervertebral Disk.—Of 842 
patients with protruded intervertebral disk operated on by the 
author, 34 (4%) were not benefited. Repeated surgical interven- 
tion in the 34 patients and in an additional 14 patients operated 
on by other Surgeons made it possible to determine the causes 
of the failure of the first intervention. In 8 patients the pro- 
truded disk was not detected because of an error in locating 
the involved disk, deficient exploration, or inadequate exposure. 
Additional protrusion at the level of the subjacent disk in two 
cases and contralateral protrusion in one case were not detected, 
but protrusions of these types are rare. Inadequate removal 
of the protruded portions of the intervertebral disk-was observed 
in six cases, and the compressed nerve root had been injured 
in the course of its liberation in five cases; faulty technique is 
to be considered responsible for therapeutic failure in these cases 
as well as in those of secondary arachnoiditis resulting from 
opening the dura mater and from operative injury of the cauda 
equina. This type of therapeutic failure is avoidable with per- 
fect surgical management. In three cases pain in the sacral re- 
gion radiating along the sciatic nerve resulted from the per- 
sistence of iodized oil in the dural sac in contact with the 
nerve roots; the use of this contrast medium is a method of ex- 
ploration that should be employed only in exceptional cases. 
Secondary arthrosis associated with permanent lumbosacral pain 
was revealed in 23 cases, but may be prevented by performing 
complementary arthrodesis, particularly in cases in which pro- 
nounced arthrosis may be present before the surgical interven- 
tion and in those with a temporary abnormal condition of the 
joint. With well-defined indications for surgical treatment and 
with correct technique, the incidence of surgical failure in treat- 
ment of protruded intervertebral disk should be lowered, but 
if pain persists the operation should be repeated. 


$9:1341-1360 (Oct. 17) 1951. Partial Index 


Submicroscopic Structure and Functioning of Connective Tissue. A. Poli- 
card.—p. 1341. 

*Combined Hormone-Salicylate Treatment of Rheumatic Fever. M. Janbon, 
i, Bertrand, J. Salvaing and R. Labauge.—p. 1344, 


Hormone-Salicylate Treatment of Rheumatic Fever.—The use 
of a short, intensive course of cortisone therapy followed by a 
longer course of salicylate therapy proved highly effective in 18 
cases of rheumatic fever treated by the authors. Twelve cases 
were first attacks and six were relapses; the heart, or at least the 
pericardium, was affected in all. The antirheumatic action of 
sodium salicylate is similar to that of corticotropin (ACTH) and 
cortisone, but results of hormone treatment are more rapid and 
intense than of salicylate treatment. Combination of the two 
agents reduces the disadavantages arising from exclusive use of 
either medication. Salicylate dosage is highly variable; time spent 
in determining the proper dose represents a serious danger when 
speed is needed to avert cardiac damage. Hemorrhage, ketosis, 
and similar complications usually occur while salicylate treat- 
ment is being started. The initial use of cortisone obviates these 
difficulties, and the subsequent use of salicylates makes unneces- 
sary prolonged cortisone therapy with its attendant risk. In 
the combined treatment cortisone is used until fever subsides, 
usually on the third or fourth day. Adults are usually given 300 
to 400 mg. in four injections during the first day, 200 to 300 
mg. in two injections the second day, and a single injection of 
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100 to 200 mg. on the third and sometimes the fourth day. Chil- 
dren receive 150 to 200 mg. the first day, with other doses in 
proportion. Clinical stabilization follows discontinuation of cor- 
tisone for about five days. Unless salicylate treatment is insti- 
tuted, the temperature rises abruptly on the seventh day. Sali- 
cylate dosage should be moderate at first, when cortisone is dis- 
continued, and should be increased gradually, with special atten- 
tion to the critical seventh day. The authors use sodium gentisate 
orally, the average adult dose being 14 gm. daily in fractional 
doses; and sodium salicylate intravenously, 4 gm. in two injec- 
tions. The amount of cortisone required to reduce the fever is 
a guide to the amount of salicylate needed. Alterations in blood 
sedimentation rate, fibrinogen, and tests of protein imbalance, 
especially the Weltmann coagulation column, serve as guides 
during treatment and indicate when it may be discontinued. 
This should be preceded by gradual reduction of medication. 
Salicylate treatment of the authors’ patients never exceeded one 
month. General symptoms and signs responded rapidly to treat- 
ment. The response of the heart in the patients undergoing their 
first attack depended on the time of administration of cortisone. 
When it was started by the 12th day of the disease, development 
of endocarditis was averted; when it was started about the 15th 
day, existing aortic and mitral insufficiency disappeared; but 
when it was postponed until after the 20th day, existing endo- 
carditis was not improved, and, at best, damage was arrested. 
The authors believe that hormone treatment is the best preven- 
tive of rheumatic carditis and should be given tm all cases of acute 
rheumatic fever. The method of choice is to combine it with 
prolonged salicylate treatment. 


Progres Médical, Paris 
79:513-544 (Oct. 24) 1951 
*Tobacco Test in Electrocardiographic Diagnosis of Angina Pectoris. 
P. Bardin and T. Doliopoulos.—p. 515. 


Disturbances and Diseases of Growth. R. Liége.—p. 516. 
Management of Bone Metastases. J. S. Bourdin.—p. 523. 


Tobacco Test in Diagnosis of Angina Pectoris.—Electrocardio- 
grams were taken of 21 men between the ages of 40 and 73 
with thoracic pain suspected of being anginal. In addition to the 
three unipolar limb leads, six precordial leads were used. In 18 
patients the electrocardiograms showed normal function. The 
electrocardiograms of the remaining three patients showed a 
negative T wave in the unipolar limb leads as well as in the pre- 
cordial leads. The patients then were asked to smoke two 
cigarettes and the electrocardiograms were repeated 5 to 10 
minutes later. One-fourth of the patients did not “inhale.” In 19 
patients, including the three with the coronary changes, the elec- 
trocardiograms taken after the tobacco test did not show any 
changes when compared with those taken before the tobacco test. 
Of the electrocardiograms of the remaining two patients, one 
revealed reversal in the direction of the T wave, and the other 
a diphasic T wave in leads Vz Vs, and V;. These changes were 
within the compass of the atypical changes associated with 
angina pectoris. According to the reports of other workers these 
changes may be observed likewise in physiological conditions 
after tobacco smoking. The tobacco test did not precipitate pain 
in any of the patients tested. The tobacco test does not seem to be 
a suitable substitute for the anoxemia or exertion tests in diag- 
nosis of angina pectoris. 


Riforma Medica, Naples 
65:973-996 (Sept. 8) 1951. Partial Index 
Studies on Pathogenesis of Recurring Malaria: Observations Based on 
Recent Discoveries of Biologic Cycle of the Parasite. F. Conti and 
R, Monaco.—p. 974. 


*Adjuvant Therapy in Abdominal Surgical Interventions: Use of Marbadal 
in 50 Cases of Peritonitis. C. Tangari.—p. 982 


“Martenit” Sulfathiourate in Abdominal Surgical Intervention. 
e sulfonamide (“marfanil”) sulfathiour- 
ate was used as an antibacterial adjuvant in surgical interven- 
tion for severe intraperitoneal infections, including 30 cases of 
acute gangrenous and perforating appendicitis, 10 cases of per- 
forating duodenal ulcers, 5 cases of perforating gastric ulcers, 
and 5 cases of diffuse peritonitis due to typhoid ulcer. Appen- 
dectomy was followed by cleansing of the peritoneal cavity 
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that was then sprinkled with 10 gm. of “marfanil” sulfathiourate. 
An additional 5 gm. of the powder was spread subcutaneously. 
Gastric resection and suture of a perforating ulcer was followed 
by the same procedure. Three patients with diffuse purulent 
peritonitis admitted to the hospital in desperate condition 48 
and 60 hours after the intestinal perforation died. Complica- 
tions did not occur in the remaining 47 in whom the postopera- 
tive course was short. The drug exerted a beneficial effect on 
peristalsis. 


Schweizerische medizinische Wochenschrift, Basel 
81:985-1028 (Oct. 13) 1951. Partial Index 


Effect of Androgens on the Metabolism. C. D. Kochakian.—p. 985. 

Action of Progesterone on Cutaneous Thermal Reaction of Menopausal 
Women. R. Borth, A. Heltai and H. de Watteville.—p. 991. 

*Treatment of Osteoporosis with Sex Hormones. A. Labhart and A. 
Schiipbach.—p. 992. 

Mode of Administration of Steroid Hormones and Its Therapeutic 
Importance. C. Hamburger.—p. 995. 

*Hormone Therapy in Diseases of the Prostate. E. Wildbolz.—p. 999. 


Treatment of Osteoporosis with Sex Hormones.—There is a dis- 
crepancy between the roentgenologic and pathologic concepts 
of osteoporosis. To the roentgenologist this term frequently sig- 
nifies merely a calcium deficiency of the bone, although he 
realizes that this calcium deficiency may be caused by such di- 
verse disorders as Recklinghausen’s disease (osteitis fibrosa 
cystica), osteomalacia, and true anatomic osteoporosis. These 
three entities are characterized also by the same clinical triad: 
bone deformities, increased tendency to fracture, and bone pains. 
Recklinghausen’s disease and osteomalacia can usually be dif- 
ferentiated on the basis of laboratory data, but the laboratory 
provides no information in true osteoporosis, with which this 
report is concerned. Osteoporosis is a bone atrophy in which 
the constructive component fails but destruction continues. Two 
factors are involved in the atrophy: (/) lack of protein mate- 
rial for the build-up of the basic protoplasmatic substance of 
bone, and (2) defective function of the osteoblasts. After briefly 
discussing the types of osteoporosis in which a deficiency in 
_ serum proteins plays a part (starvation, pregnancy, and nephro- 
sis) and the so-called inactivity osteoporosis, brought about by 
deficient activity of the osteoblasts during immobilization (pa- 
ralysis or plaster cast), the authors discuss the osteoporosis ob- 
served in the aged. They stress the role of hormone deficiencies 
and show that administration of sex hormones is of great im- 
portance in treatment of this form of osteoporosis. Both estro- 
gens and androgens are used. They quote Albright’s suggested 
dosage for therapy with sex hormones and describe their own 
modification of the hormone therapy. They also mention pos- 
sible adverse effects, such as cancerigenic effects, and how they 
might be minimized. 


Hormone Therapy in Diseases of the Prostate.—Wildbolz dis- 
cusses the present treatment of prostatitis, of hypertrophy of 
the prostate, and of carcinoma of the prostate, particularly the 
use of hormones and of castration. He recommends the use of 
the male sex hormones chiefly for chronic, nonspecific pros- 
tatitis. The estrogens, female sex hormones, are helpful in hyper- 
tophy and carcinoma of the prostate. He also explains when he 
resorts to surgical treatment of the prostate. He says that he 
resorts to castration for carcinoma of the prostate when the 
estrogens have lost their efficacy or when it seems desirable to 
intensify rapidly the action of the estrogens, as well as in negli- 
gent patients who do not take the estrogenic preparations. 


81:1069-1096 (Nov. 3) 1951. Partial Index 


*Differential Diagnosis of Nonparalytic Poliomyelitis. G. Fanconi.—p. 1070. 
odern Concept of Allergy: Dithcuities It Creates for the Dermatologist. 
P. Robert.—p. 1075. 

Question of Pulmonary Changes After Bronchography with Contrast 
Mediums Containing Carboxymethylcellulose. A. Werthemann and 
W. Vischer.—p. 1077. 

Development of Pulmonary Tuberculosis After Pleurisy. A. Wernli- 
Haessig.~—p. 1080. 


Differential Diagnosis of Poliomyelitis—Fanconi points out 
that American investigators have largely rejected the so-called 
meningitic phase of poliomyelitis, arguing that it is really only 
a secondary accompaniment of the encephalomyelitis. Rigidity 
of neck and back is ascribed to muscular spasms rather than to 
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meningitis. Fanconi believes, however, that it is helpful for the 


differential diagnosis to distinguish between a meningitic and an 


adynamic (asthenic) phase during the preparalytic stage of polio- 
myelitis. If symptoms of an adynamic phase can be demon- 
strated the diagnosis of poliomyelitis is quite certain. He regards 
the following symptoms as characteristic of the adynamic or 
asthenic phase: (/) general muscular weakness recognizable in 
a weak hand pressure; (2) flaccidity of the neck if the head is 
suddenly lifted up; (3) shifting of the umbilicus if the child is 
ordered to sit up; (4) the fact that the reflexes become weaker 
or show disparity after having been intensified during the men- 
ingitic phase: in some cases the patellar tendon reflex becomes 
weaker or disappears entirely, whereas the patello-adductor re- 
flex is preserved or even intensified; (5) the presence of a coarse 
tremor; and (6) muscular spasms. If the symptoms do not ad- 
vance beyond the meningitic stage, then it becomes necessary 
to rule out a number of nonsuppurating meningitides, such as 
tuberculous, meningococcal, or influenzal meningitis, as well as 
various nonpoliomyelitic types of virus meningitis. The differ- 
entation between poliomyelitic meningitis and other types of 
meningitis becomes increasingly difficult as more and more men- 
ingotropic viruses are discovered and the concept of the etiology 
of poliomyelitis becomes more and more indefinite with discov- 
ery of new Coxsackie viruses resembling that of poliomyelitis. 
The author discusses the cerebrospinal fluid changes of various 
infections likely to produce meningitic symptoms and then ad- 
vances a theory to explain the different stages of many neuro- 
tropic infections. He also shows that analysis of the cerebrospinal 
fluid often fails to clarify the diagnosis of poliomyelitis, and 
that many infections are at times likely to produce meningism 
and are thus likely to cause mistaken diagnoses. 


Semaine des Hopitaux de Paris 


27:3105-3152 (Oct. 26) 1951. Partial Index 


Study of Venous Pressure, Circulatory Velocity and Diuresis in 18 Cases 
of Female Obesity. M. Albeaux-Fernet, J. Berton, R. Cauvin and 
J. R. M. Franckson.—p. 3105. 

Significance of Inorganic Serum Phosphorus Level for Testing Pituitary | 
Somatotropic Hormone Activity. J. Berton and J. Robert.—p. 3110. 
*Therapeutic Action of Corticotropin (ACTH) and Cortisone in Some 

Endocrine Disorders. Albeaux-Fernet.—p. 3114. 


and Cortisone in Endocrine Disorders.—This is 
a general review of recent reports of results obtained with corti- 
cotropin (ACTH) and cortisone‘in treatment of endocrine dis- 
orders. 1. There was improvement in patients with secondary 
adrenal insufficiency; in addition a small number of patients with 
congenital adrenal hyperplasia showed at least temporary im- 
provement. 2. Patients with hyperthyroidism were improved, 
probably through pituitary blocking. Exophthalmos was not re- 
duced, but in one of the author’s patients slight diminution of 
the conjunctival hyperemia, notable improvement of visual 
acuity, and considerable improvement in the arteries of the eye 
fundus resulted from bilateral retrobulbar injections of 5 mg. 
of cortisone every second day for 20 days. 3. The number of 
patients with ovarian disorders treated with these drugs has 
been too small to permit definite conclusions. 4. As a rule, 
treatment with corticotropin and cortisone is contraindicated in 
patients with disorders of carbohydrate metabolism, but the 
antagonistic action of corticotropin to insulin proved beneficial 
in children with spontaneous idiopathic (non-Addisonian) hypo- 
glycemia. 5. According to American authors, corticotropin and 
cortisone are definitely indicated in treatment of pituitary in- 
sufficiency, and assist in determining the diagnosis and prognosis 
as well. 


Tidsskrift for Den Norske Laegeforening, Oslo 
71:611-632 (Oct. 1) 1951. Partial Index 


*Secondary Virus Infection in Eczema (Kaposi's Varicelliform Eruption). 
O. Gilje.—p. 611. 

Acute Porphyria in Family from Northern Norway. P. F. Iversen.—p.615. 

Diagnosis of Heart Disease by Industrial Physician. C. Miiller.—p. 617. 


Virus Infection in Eczema (Kaposi’s Varicelliform 
Eruption).—Six cases of pruriginous eczema complicated by 
secondary infection with herpes simplex virus are reported. One 
occurred in a man aged 20, and five occurred in infants. Follow- 
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ing aggravation of the eczema a vesicular eruption appeared 
suddenly, accompanied by elevation of temperature and systemic 
symptoms. In five cases there was swelling of cervical lymph 
nodes, and in one case, swelling of axillary nodes. The disturb- 
ance lasted about a week. Treatment with aureomycin in four 
cases gave excellent results. The introduction of aureomycin 
therapy will probably improve the prognosis in Kaposi’s vari- 
celliform eruption, which has hitherto been regarded as less 
favorable. In differential diagnosis eczema vaccinatum is mainly 
to be considered. Here the exanthem presents a more monomor- 
phic picture, and the history is helpful in diagnosis. If the patient 
has been vaccinated recently or been in contact with recently 
vaccinated persons, the possibility of eczema vaccinatum should 
be borne in mind. If on the other hand, as in three of the cases 
described, there is a near-by source of infection with herpes 
simplex this suggests Kaposi's varicelliform eruption. 


Ugeskrift for Laeger, Copenhagen 
113:1177-1214 (Sept. 6) 1951. Partial Index 


*387 Electroshock Treatments with Decamethonium Bromide (Cio ‘“Syna- 
cur’), J. Kaldan.—p. 1183. 

Treatment of Narcotic Intoxications. E. Nilsson.—p. 1185. 

Mental Hygiene and Practising Physician. J. Wagner Smitt.—p. 1193. 


387 Electroshock Treatments with Decamethonium Bromide 
(Co “Synacur”).—Kaldan gave 387 electroshock treatments with 
the synthetic preparation decamethonium (Ci “synacur”) as the 
relaxing agent. The usual psychiatric indications for shock treat- 
ment were followed. No allergic phenomena were observed in 
connection with the treatment. The effect of the drug disap- 
peared quickly. Respiratory complications were readily over- 
come by artificial respiration with oxygen. No other complica- 
tions were seen. The author suggests that perhaps preparatory 
muscle-relaxants should be given with all shock therapy if the 
new synthetic preparations fulfill their promise. 


113:1297-1334 (Sept. 27) 1951. Partial Index 


Case of Macrocytic Goat's Milk Anemia Successfully Treated with Vita- 
min Biz. E. Rud.—p. 1301. 

*Duration of Life in Cases of Chronic Leukemia in Childhood. P. Ander- 
sen and J. Kringelbach.—p. 1304. 

Vanadium Intoxication from Cleaning Oil-Burning Boilers. J. Frost. 


—p. 1309. 

Morphine Intoxication After Therapeutic Morphine Doses. H. Hove. 
—p. 

Monofilament Nylon for Skin Sutures. E. IT. Madsen.—p. 1314. 


Duration of Life in Chronic Leukemia.—In most cases of 
leukemia in childhood the course is acute. Chronic myeloid leu- 
kemia is characterized by insidious onset, protracted course, 
marked enlargement of the spleen, no or slight peripheral ade- 
nitis, and pronounced increase of cell count in the peripheral 
blood. In only 2 of 71 cases of myeloid leukemia in children 
under 15 treated in Denmark from 1942 to 1949 was the course 
chronic; one patient lived about two and a half years after the 
probable start of the disease, and the other lived more than 
four and a half years. 


113:1335-1364 (Oct. 4) 1951. Partial Index 


*Hexamethonium Bromide Treatment of Essential Hypertension. P. Bech- 
gaard, T. Iversen and A. L. Nielsen.—p. 1335. 

Eosinophilia Developed During Administration of Corticotropin (ACTH). 
A. Videbaek.—p. 1345. 

Effect of Corticotropin (ACTH) Treatment on Otosclerosis and Adhesive 
Otitis, N. Riskaer.—p. 1349 

Case of Temporal Arteritis Treated with Corticotrop:in (ACTH). H. P. 
QOstergaard Kristensen.—p. 1353. 


Hexamethonium Bromide Treatment of Essential Hypertension. 
—Hexamethonium bromide was used in the treatment of 12 
hypertensive patients aged from 43 to 67. If the blood pressure 
did not fall with doses up to 4 gm. daily, the treatment was dis- 
continued. In seven cases there was a definite fall in blood pres- 
sure, accompanied by relief of headache and dizziness in four 
cases. In one of these cases treatment was discontinued because 
of cerebral thrombosis, and in two cases because the patients did 
not feel well. In three cases there were marked side-effects in 
the form of postural hypotension. In six cases the blood pressure 
rose when the treatment was discontinued. In one instance, in a 
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45-year-old man with malignant hypertension, marked papill- 
edema, and impairment of vision, treatment with hexamethonium 
bromide and salt-poor diet resulted in definite and rapid im- 
provement. The blood pressure remained normal for five weeks 
after the cessation of treatment and was kept low for nine months 
after the start of treatment by periodic administration of hexa- 
methonium bromide supplemented with salt-poor diet; the pa- 
tient feels well. The authors conclude that hexamethonium 
bromide is hardly to be recommended in treatment of essential 
hypertension in older patients but may be tried in graver forms 
of hypertension in younger patients. 


Wiener medizinische Wochenschrift, Vienna 


101:721-744 (Sept. 22) 1951 
Law of Maintenance of Living Substance. E. Santo and H. P. Rusch. 


—p. 
*BCG Allergy and Infection Allergy. O. Ruziczka.—p. 734. 


BCG Allergy and Infection Allergy.—Three and a half months 
after BCG vaccination, Pirquet’s scarification tests or tuberculin 
patch tests were performed on 1,467 school children between the 
ages of 6 and 14. The scarification tests were made with BCG 
tuberculin and with old tuberculin on symmetrical spots of the 
forearms, and the patch tests were made with BCG tuberculin 
and old tuberculin on symmetrical spots of the chest. The BCG 
tuberculin was concentrated by evaporation to 14 of its original 
volume, and the old tuberculin was concentrated to %4o of its 
original volume, so that both tuberculins were lethal in the 
same dose for the guinea pig and gave the same cutaneous reac- 
tions. The old tuberculin was sterilized for four hours at 100 C, 
while the BCG tuberculin was not sterilized. In 80 to 90% of 
the children, BCG allergy was definitely demonstrated by the 
extent, the color, and rapid course of the reaction to the scarifi- 
cation tests and the patch tests performed simultaneously with 
old tuberculin and BCG tuberculin of equivalent potency. Thus 
the objection against BCG vaccination that the valuable tubercu- 
lin diagnosis of tuberculous infection had been lost was invali- 
dated. In children with active tuberculosis the reaction to both the 
BCG tuberculin and the old tuberculin is extensive, dark red with 
pronounced infiltration, and prolonged. The differences in extent, 
color, infiltration, and duration of the individual reactions make 
clinical differentiation of allergy caused by BCG vaccination 
from active tuberculous disease possible in many children. The 
distinction cannot be made in children with tuberculous men- 
ingitis, miliary pulmonary tuberculosis, tuberculous pleuritis, 
and severe pulmonary tuberculosis. Investigations of results of 
the two tuberculin tests in patients with inactive forms of tuber- 
culosis have not been concluded. It is suggested that physicians, 
nurses, and persons in other occupations particularly exposed 
to the risk of tuberculosis infection be subjected to tests with 
both tuberculins in order to obtain important comparison values 
for later evaluation of virulent superinfection. Pirquet’s scarifi- 
cation test seems to be particularly suitable for this purpose. 


101:833-852 (Nov. 3) 1951 

*Therapy of Purulent Meningitis. F. Mayr and A. Steinbicker.—p. 833. 

Reticuloendothelial Supporting Tissue of Waldeyer’s Tonsillar Ring as 
Point of Origin of Systemic Diseases (Lymphogranuloma). E. Bauer. 
—p. 835. 

Ureterocele Prolapsed into Vulva. K. Menhofer.—p. 839. 

Modern Antibiotics in Properly Directed Antibacterial Therapy of Infec- 
tions of Urine. H. Meuser and H. Haschek.—p. 840. 


Therapy of Purulent Meningitis——Seven patients with severe 
purulent meningitis were treated according to the following 
method: the patient was placed on an operating table that could 
be elevated and lowered at both ends. After intravenous injec- 
tion of 0.125 mg. of strophanthin and dextrose and induction 
of anesthesia with 60 mg. of thiopental sodium in 50 cc. of 
water, lumbar puncture followed by suboccipital puncture were 
performed by different physicians. When cerebrospinal fluid 
flowed spontaneously from the lumbar needle, the foot-end of 
the operating table was lowered about 30 degrees and Ringer’s 
solution was introduced suboccipitally. Cerebrospinal fluid 
usually escaped more rapidly after the introduction of the first 
10 to 20 cc. of the irrigation fluid. If the cerebrospinal fluid 
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did not flow spontaneously from the lumbar needle, irrigation 
was carried out in the lumbo-occipital direction. After the pas- 
sage of 200 cc. of Ringer's solution the head-end of the operat- 
ing table was elevated about 30 to 40 degrees above the 
horizontal line; by subarachnoidal injection of about 20 to 30 
cc. of air, an additional 40 cc. of cerebrospinal fluid was allowed 
to escape. The lumbar puncture needle was left in place while 
the suboccipital puncture needle was pulled back behind the 
posterior cervical ligament, and then again advanced slowly with 
a syringe filled with air until diminished resistance permitted 
injection of the air into the subdural space. With the puncture 
needle in the correct position, the cerebrospinal fluid no longer 
flowed. Then 20,000 to 25,000 units of penicillin were injected 
into the subdural space, and the suboccipital puncture needle 
was withdrawn. Antibiotics were administered through the lum- 
bar puncture needle, which then was withdrawn. The patient was 
then placed in horizontal position with the head lowered, so 
that the air in the subdural space could escape toward the 
cervical portion of the vertebral column and the penicillin solu- 
tion could irrigate the remaining subdural space. Undesirable 
side-effects were prevented by control of respiration, pulse, blood 
pressure, and cutaneous blood flow. The main advantage of this 
method is that the penicillin contacts the network of the pia- 
arachnoid, as revealed by the yellow color of the cerebrospinal 
fluid. The resistance and general condition of the patient were 
favorably influenced by the injected air. Within four to seven 
days the patients were improved considerably, and all survived. 
Despite the small number of patients reported on, this method 
of treatment is to be considered promising. 


Zeitschrift f. Geburtshilfe u. Gynakologie, Stuttgart 
135:121-236 (No. 2) 1951. Partial Index 

Analgesia During Delivery. E. Fauvet.—p. 149. 

Pregnancy Toxicoses: Presence of Antidiuretic and Vasopressor Sub- 
stances in Blood and Urine and Their Importance for Symptomatology. 
F. Hoffmann.—p. 169. 

*Modification by Rutin of Capillary Resistance and Capiliary Permeability 
During Pregnancy. H. Burger.—p. 182. 

Differentiation of Serum Proteins of Pregnant Women, Nursing Infants 
and Premature Infants by Means of Electrophoresis. P. Pfau.—p. 194. 

Changes in Serum Proteins During Hyperemesis Gravidarum: Relation 
to Instability Reaction. V. Friedberg.—p. 214. 


Influence of Rutin on Capillary Permeability During Pregnancy. 
—In order to ascertain whether rutin influences capillary per- 
meability during pregnancy, Burger first made experiments on 
healthy pregnant women and found that pregnancy is usually 
accompanied by a reduction in capillary resistance and an in- 
crease in capillary permeability for water and protein. He also 
found that impairment in permeability plays a part in the patho- 
genesis of eclamptic disorders. Vitamin P in the form of rutin 
normalizes the impaired peripheral exchange mechanisms, and 
consequently its use might prove valuable during pregnancy. 
The mode of action of rutin is discussed. 


Zentralblatt fir Chirurgie, Leipzig 

76:1297-1360 (No. 19) 1951. Partial Index 
*Cancer of Breast: Pathologic Aspects and Therapy. F. Mérl.—p. 1298. 
*Evaluation of Sterna! Puncture in Carcinoma of Breast. B. Winckelmann. 


Surgical Treatment of Biliary Tract. F. Bordasch.—p. 1310. 

Gas Gangrene of Liver. H. Griessmann.—p. 1316. 

Treatment of Postoperative Duodenal Fistula. M. Zwicker.—p. 1317. 

lieus of Small Intestine in Case of Closed Perforation of Meckel’s 
Diverticulum. K. H. Kohler.—p. 1320. 

Differential Diagnosis of Terminal Heitis. M. Kinzler.—p. 1322. 


Cancer of Breast.—M6rl emphasizes the importance of the retro- 
sternal lymph nodes in dissemination of cancer of the breast. 
In the past emphasis was placed largely on the axillary and 
infraclavicular group of lymph nodes until the Swiss roentgen- 
ologist, Walther, and the British surgeon, Gordon Taylor, 
stressed the importance of the retrosternal chain of lymph nodes. 
MOrl has studied these lymph nodes in cases of carcinoma of 
the breast and points out that the retrosternal chain of lymph 
nodes belongs to the regional lymph node system of the breast 
just as much as the axillary and the infraclavicular chains. Its 
significance for the lymphogenous metastasis of breast cancer 
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is almost as great as that of the other two groups of lymph 
nodes, that is, it may contain metastatic lesions when the other 
two chains are still free. Even carcinoma in the upper external 
quadrants (the most frequent localization) occasionally metas- 
tasizes to the more distant retrosternal lymph nodes, with the 
possibility of direct spread of the carcinoma to the pleura, giving 
rise to carcinomatous pleuritis. If the endothoracic (retrosternal) 
lymph node chain is not removed at operation, it may become 
the point of origin for distant metastases. The operation for 
breast cancer in which this chain is not removed cannot be re- 
garded as radical. 


Sternal Puncture in Carcinoma of Breast.—Winckelmann ex- 
amined the sternal marrow in 50 patients with histologically 
verified carcinoma of the breast and found carcinoma cells in 
21 of the patients. A table that classifies the patients according 
to the histologic type of their carcinoma indicates that although 
in some forms the incidence of carcinoma cells in the sternal 
marrow is higher than in others, the type does not determine 
sternal metastasis. At any rate, it should be realized that the 
absence of carcinoma cells in the sternal marrow does not ex- 
clude existence of a malignant lesion, but their presence cor- 
roborates the diagnosis of cancer. 


76:1361-1440 (No. 20) 1951. Partial Index 


*Congenital Pulmonary Arteriovenous Fistula and Its Surgical Treatment. 
E. Derra.—p. 1362. 

Results of Endotracheal Anesthesia with Curare. L. Ziirn.—p. 1368. 

Intravenous Drip-Anesthesia with Barbiturates. H. Grewe and K. Kremer. 
—p. 1382. 

Familia! Occurrence of Multiple Basal Cell Tumors of Scalp (So-Called 
Spiegler’s Endothelioma). E. Hagemann.—p. 138%. 


Congenital Pulmonary Arteriovenous Fistula.—The occurrence 
of congenital pulmonary arteriovenous fistula is reported in a 
woman aged 27. Cyanosis and weakness were observed for the 
first time following measles when the patient was 9 years old. 
Headache, cough, and expectoration became frequent. Attacks 
of faintness and temporary stiffness of the left side occurred 
four to five times at the age of 14. Clubbing of the digits became 
persistent from the early school years onward. Later polycy- 
themia was demonstrated, and diagnosis of chronic circulatory 
and heart disease was made. During the three years preceding 
surgical intervention, the patient’s condition became worse, with 
increased cyanosis of the face and feet, pain in the area of the 
heart, and severe palpitation. Temporary paresthesia of the left. 
arm occurred, there was loss of appetite and hematemesis, con- 
siderable increase of fluid in the vessels of the fundus oculi with 
hyperemic optic papilla, pronounced vascularization of the palate 
and of the posterior pharyngeal wall, and telangiectasia of the 
nasopharyngeal mucous membrane but not of the face. The 
hemoglobin level was about 135% of normal, there were 
7,500,000 erythrocytes, and the hematocrit values were about 
81. A palm-sized area of dulness was noted over the posterior, 
inferior aspect of the right side of the chest adjacent to the 
vertebral column, with a superimposed loud systolic murmur on 
inspiration that was less distinct on expiration, while the res- 
piratory sounds were normal and the heart did not seem to be 
enlarged. Roentgenograms of the chest showed intensive, some- 
what cloudy, opacity in the right !ung field, extending to the 
hilus. On the basis of this evidence diagnosis of pulmonary 
arteriovenous fistula was not difficult. Lobectomy was performed 
because of localization of the process in the right lower lobe. 
Cyanosis subsided permanently, and hematemesis did not recur. 
Within four weeks after the operation the hemoglobin was re- 
duced to 102% and the number of erythrocytes to 5,100,000. 
Spirographic deficiency and respiratory insufficiency during rest 
could no longer be demonstrated. The vital capacity was still 
reduced to 1.4 liters and the respiratory threshold value to 28 
liters, but these manifestations of reduced respiratory reserve 
are common sequelae of lobectomy. Because of the unfavorable 
prognosis of pulmonary arteriovenous fistula, there is no other 
treatment but surgical. Under the most favorable conditions local 
excision may be curative, but as a rule lobectomy or pneu- 
monectomy is required. These are curative provided there are 
not multiple fistulas in both lungs. Further experience is required 
for the evaluation of surgical intervention limited to ligation of 
the corresponding pulmonary artery. 
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BOOK REVIEWS 


Visceral Innervation and Its Relation to Personality. By Albert Kuntz, 
M.D., Ph.D., Professor of Anatomy, St. I ouis University School of Medi- 
cine, St. Louis. Publication number 115, A:herican Lecture Series, mono- 
graph in American Lectures in Anatomy. Edited by Otto F. Kampmeier, 
M.D., Ph.D., Professor of Anatomy and Head of Department, University 
of Illinois College of Medicine, Chicago. Cloth. $4.50. Pp. 152, with 31 
illustrations. Charles C Thomas, Publisher, 301-327 E. Lawrence Ave., 
Springfield, Ill.; Blackwell Scientific Publications, Ltd., 49 Broad St., 
Oxford, England; Ryerson Press, 299 Queen St., W., Toronto, 2B, 1951. 


This book presents a concise, objective account of the many 
facts now known about the nervous connections between the 
viscera and the central nervous system. The major divisions are 
devoted to (1) the general plan of somatic and visceral innerva- 
tion, (2) the autonomic nerves, (3) reflex and integrating centers 
and central conduction pathways concerned in visceral functions, 
(4) general physiology, including the chemical mediation of nerv- 
ous impulses and the metabolic influences thereof, (5) innerva- 
tion of specific viscera, and (6) visceral neural factors in 
personality. 

The first five sections will be welcomed by students of anatomy 
as an up-to-date and authoritative summary of a difficult sub- 
ject, useful primarily to those who are already well oriented in 
neuroanatomy and neurophysiology. As contributions to the 
technical literature of medicine they deserve high praise. They 
are, unfortunately, not exciting to read, and one looks forward to 
the concluding section in the hope that some vivid writing may 
suggest new insights into human foibles. One would like to under- 
stand why some persons react to stress with emesis, others with 
globus hystericus, others with gastric ulcer, and still others with 
enuresis. One would like to know what other individual peculiar- 
ities may be correlated with the so-called emotional bladder, and 
whether the urinary difficulties of aging men ever occur in the 
absence of demonstrable lesions. The inability of some persons 
to feel hunger pains stands in contrast to the irritability of others 
in the presence of visceral tensions of various kinds. These phe- 
_ nomena, with many others of great practical importance, involve 
connections between brain and viscera, and their general expiana- 
tion lies in the anatomic facts presented in the first five sections 
of this book, but the immense diversity of human behavior is 
illuminated not so much by the consideration of what is typical 
for the race as by the appreciation of what is distinctive for the 
individual. Certainly the diversity of human personalities is not 
suggested by refurbishing the simple old ideas (page 119) about 
sympathicotonia and vagotonia; there was at least the possibility 
of greater variety in the medieval classification into phlegmatic, 
sanguine, splenetic, and atrabilious types. Since the present treat- 
ment of this interesting subject is so cursory, it is to be hoped that 
the author will undertake a more circumstantial study of it in the 
future. 

The book is well illustrated, faultlessly printed, and has a 
good bibliography and index. 


Surgical Measures in Hypertension. By Reginald H. Smithwick, M.D., 
Professor of Surgery and Chairman of Department of Surgery, Boston 
University, School of Medicine, Boston. Publication number 61, American 
Lecture Series, monograph in American Lectures in Surgery. Edited by 
Michael De Bakey, M.D., Professor of Surgery and Chairman of Depart- 
ment of Surgery, Baylor University College of Medicine, Houston, Texas, 
and R. Glen Spurling, M.D., Clinical Professor of Surgery, University of 
Louisville, Louisville, Kentucky. Cloth. $3. Pp. 95, with 37 illustrations. 
Charles C Thomas, Publisher, 301-327 E. Lawrence Ave., Springfield, IIL; 
Blackwell Scientific Publications, Ltd., 49 Broad St., Oxford, England; 
Ryerson Press, 299 Queen St., W., Toronto, 2B, 1951. 


This monograph briefly reviews the surgical measures em- 
ployed in the treatment of hypertension, emphasizing the au- 
thor’s preference for a limited form of splanchnicectomy and 
illustrating his results. Not intended as a reference book or care- 
ful description of technique, this monograph informally discusses 
some of the problems related to the surgical treatment of hyper- 
tension. 


by competent authorities 


The reviews here published have been prepared 
opinions of any official bodies unless specifically 


and do not represent the 
stated. 


Mental Health and the Prevention of Neurosis. By Joachim Flescher, 
M.D., Assistant Clinical Director, Child Guidance Institute, Jewish Board 
of Guardians, New York. With preface by Nolan D. C. Lewis, M.D., 
Director, New York State Psychiatric Institute, New York. Cloth. $5.95. 
- aoe Liveright Publishing Corporation, 386 Fourth Ave., New York 

In this book the author considers the process of rational edu- 
cation of instinctual drives based on psychoanalytic concepts in 
an attempt to offer safeguards against the development of 
neurotic patterns of living. The innate limitations to any guaran- 
tee of the success of such an effort, as the author himself points 
out, are the limitations that may be imposed by psychological 
rejection of the child by the mother, both in her gestational and 
immediate postnatal nutritional relationship, and the specific 
realities of the external environment, which can be of such mag- 
nitude that even the most favorably developed psychic economy 
will be forced to surrender in part. 

The book is divided into three parts, covering instincts and 
environment in childhood, normal psychoinstinctual develop- 
ment, and abnormal development and psychoinstinctual disor- 
ders. A chapter on the psychological advantages of parenthood 
is particularly interesting. Here the author points out the fact 
that parents themselves may derive direct benefit from children 
by intelligently observing and dealing with the problems of the 
child in his various stages of development. The parent, in a 
sense, is thus allowed to relive some of the pleasures and difficult 
problems of his own early childhood through identification with 
the children. 

The author’s purpose in presenting this book is to bring to- 
gether all the accumulated information in psychology that may 
be effectively applied in practice by psychologists, educators, par- 
ents, physicians, clergy, and other groups who practice psycho- 
logic counselling. 


Tara’s Healing. By Janice Holt Giles. Cloth. $3. Pp. 253. Westminster 
Press, Witherspoon Building, Philadelphia 7, 1951. 

Tara Cochrane, a physician, was subject to insomnia and ex- 
cessive use of sedatives. In the psychiatric ward of a veterans* 
hospital, frustrated, confused, and unhappy, he met a sergeant 
who had served under him in the Engineer’s Corps during the 
war, with whom he went home to the hills of Kentucky. The story 
tells of the unfolding of a personality that had been distorted 
and cramped by strong childhood influences. Living the simple 
life of the hills, Tara learned the broader meaning of love for his 
fellow men and the joy of unselfish service and gradually be- 
came stronger and surer as he became absorbed in the persons 
around him. Within the framework of an exciting tale, Mrs. 
Giles has woven human interest, a bit of psychology and psychi- 
atry, a sociologic study of the backwoodsmen of Kentucky, and a 
discussion of the belief and behavior of the “White Caps.” This is 
told through Jory Clark, a preacher in the Church of the Brethren 
of Christ, called “White Caps” because of the caps worn by the 
women. His constant and contagious demonstration of his belief 
in a positive and active life of love and service to his fellow men 
is the major influence in Tara’s healing. This story is fast mov- 
ing, exciting, and at times highly emotional. It also has a moral 
value, which is often missed in the confusions of modern civili- 
zation. It is well worth reading. 


Twentieth Century Painting. By Hugo Munsterberg. Cloth. $5. Pp. 102, 
or acy Philosophical Library, Inc., 15 E. 40th St., New York 

This book should be of interest to the large number of physi- 
cians who find relaxation and self-expression in painting and 
sculpture. This book deals with painting only, but the carry- 
over into the related media is obvious. After the introduction, the 
book deals with the impact of Picasso on the art of the twentieth 
century. Then Matisse is discussed and, after that, the subjects 
of abstract and nonobjective painting, expressionism, fantasy, 
and surrealism. The book is illustrated with 57 halftones and 1 
color plate, showing the various styles of modern painting. The 
traditionalist will abhor it; the modernist will love it. 
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QUERIES AND 


RHEUMATOID ARTHRITIS 


To THE Epiror:—Three years ago, a woman, aged 49, had 
swelling and pain in her thumbs. After a few months, the 
fingers and wrists, and subsequently the ankles, feet, and 
knees became involved. Her history reveals a loss of weight 
of 15 lb. (6.8 ke.) during the past few vears. She is alwavs 
nervous, and the menses are regular. She is well developed 
and moderateiy well nourished but has obvious difficulty in 
walking. The wrists are of typically “seal flipper type,” with- 
out apparent ankylosis. The patient was given cortisone from 
December, 1950, to June, 1951, by another physician, without 
improvement of symptoms. The dosage was apparently ex- 
cessive, because moon face developed, and, with withdrawal 
of cortisone, moon face disappeared. Recently, a two weeks’ 
course of corticotropin (ACTH) was given, with dosage as 
high as 80 mg. per day. This therapy lessened the swelling 
but did not lessen the pain; hence corticotropin was discon- 
tinued. It is my impression that the diagnosis is rheumatoid 
arthritis. I shall appreciate your suggestion as to therapy. 


John W. Derbyshire, M.D., Sebastopol, Calif. 


ANSWER.—This patient presumably has rheumatoid arthritis, 
in view of the symmetrical progressive polyarthritis of three 
years’ duration; however, the diagnosis should be carefully re- 
viewed. Roentgenograms should be taken of representative 
joints and of the chest, along with laboratory studies of the blood 
and urine and a complete general physical examination. Dis- 
seminated lupus erythematosus without skin manifestations is 
still a possibility and should be kept in mind. If it is assumed 
that the patient has rheumatoid arthritis, her failure to respond 
to cortisone is most unusual, but a case has occasionally been 
observed in which there has been a failure of antirheumatic 
effect in the usually recommended dosage, even with evidence 
of hyperadrenalism. The failure of the patient to be helped by 
corticotropin in the dosage employed is also unusual, especially 
since subjective improvement almost invariably precedes ob- 
jective changes such as decreased swelling. It is possible that 
this patient’s adrenal cortex was unresponsive or that her tissues 
have a marked potentiality toward the destruction of cortico- 
tropin at the site of injection. The absence of response is more 
probably due to either or both of two conditions: arthritis of 
marked severity or emotional factors that interfere with the con- 
trol of symptoms by the usual forms of therapy. A period of 
careful conservative therapy should be instituted, consisting in 
complete or nearly complete bed rest, aspirin in regular dosage 
to tolerance, a diet more than adequate in protein and vitamins, 
and heat and active exercises for the involved joints. At the same 
time, a search should be made for disturbing emotional factors, 
and simple psychotherapeutic measures should be employed. 
Cortisone or corticotropin should be dispensed with during the 
period of conservative therapy, which should last at least six 
months. At the end of this time, the desirability of employing 
cortisone in sufficient dosage on a long-term maintenance basis 
can be evaluated. 


YEAST CELLS IN FECES 


To THE Epiror:—/ have had two patients with a large number 
of yeast cells in their stools. Is there any treatment for an 
excessive amount of fermentation in the lower bowel? 


Louis M. Paveltich, M.D., Raton, N. Mex. 


ANSWER.—The presence of yeast forms in the stools is con- 
sidered normal; however, yeasts are known to appear in exces- 
sive quantities in the stools of patients who have received 
antibiotics in quantities sufficient to depress the normal colonic 


The answers here published have been prepared by competent authorities. 
They do not, however, represent the opinions of any official bodies unless 
specifically stated in the reply. Anonymous communications and queries on 
postal cards cannot be answered. Every letter must contain the writer's 
name and address, but these will be omitted on request. 


J.A.M.A., Feb. 16, 1952 


MINOR NOTES ; 


flora and, occasionally, as a primary condition. Instances of 
systemic moniliasis are associated with the presence of an exces- 
sive amount of yeast in all the body secretions. When yeast is 
present in excessive quantities in the stool, a chest roentgeno- 
gram and a sputum examination should be made to rule out the 
possibility of systemic disease. The treatment of moniliasis re- 
quires desensitization to the yeast found in the stool before any 
active therapy can be undertaken. This desensitization is accom- 
plished by the use of a vaccine made from the recovered yeast 
cells. After desensitization, large doses of iodides, thiamine 
hydrochloride, and vitamin B.» have been recommended. (Whit- 
comb, Milzer, and Kunstadter: J. Pediat. 35:715 [Dec.] 1949). 
Yeast forms in the stool are easily confused with other encysted 
forms of intestinal parasites, and careful identification by a 
trained parasitologist may be required to differentiate the two. 
It should also be emphasized that “excessive fermentation” may 
not be related to the presence of yeast in the colon and that a 
complete study of gastrointestinal function and colonic flora 
should be made. 


DAMAGE TO A SURGEON’S FINGERNAILS 

To THE Epitor:—A 46-year-old surgeon who engaged in ortho- 
pedic work in the Army using much plaster of paris and do- 
ing much fluoroscopy prior to that, notices changes in his 
fingernails chiefly involving the left hand. There is a longi- 
tudinal splitting, together with bluish gray longitudinal stri- 
ations starting as red streaks at the base of the fingernails, 
which are growing very slowly. There is also a small hyper- 
keratosis at the dorsum of the right middle finger. This condi- 
tion was diagnosed as x-ray or plaster of paris damage. 
Treatment with vitamin ointments and vitamin B\2 medication, 
as well as avoidance of all irritating soaps, has had no effect. 
The blood picture is normal. Are there artificial nails available 
to cover the damaged nails? 1 


Ernest H. Bettmann, M.D., White Plains, N. Y. 


ANSWER.—The condition of the surgeon's nails might well 
be the effect of roentgen rays on the nails. There is a remote 
possibility, too, of fungus infection of the nails, although such 
a possibility seems unlikely from the description. It is ques- 
tionable whether plaster of paris would produce such permanent 
nail changes. There is no specific treatment for nail changes fol- 
lowing exposure to x-rays, other than massage of the base of 
the nail with a mild lubricant, and this accomplishes very little. 
The keratoses, however, should be observed closely and, in all 
probabilty, destroyed, as they are prone to become malignant 
over the years. It does not seem that the artificial nails worn by 
women would be practical or necessary in this situation. 


COMPLICATIONS OF RHEUMATIC HEART DISEASE 

To THE Epitor:—Would coronary artery embolism or ball valve 
thrombus of the left atrium be the most likely cause of sudden 
death in a patient with rheumatic heart disease, mitral steno- 
sis, long-standing auricular fibrillation, and recent congestive 


heart failure? M.D., New York. 


ANSWER.—Both embolism of a coronary artery and occlusion 
of the mitral ostium by a large ball thrombus, leading to sudden 
death, are relatively rare events in the course of rheumatic heart 
disease. In a recent study at the Massachusetts General Hos- 
pital on systemic arterial embolism in rheumatic heart disease 
(Am. Heart J. 42:566 [Oct.] 1951), covering a period of more 
than 10 years and including 194 cases, with 39 autopsies, there 
was no instance of embolic coronary occlusion and only one 
case of fatal occlusion of the mitral valve by a large valve-like 
thrombus. Coronary embolism, however, is not too rare in the 
presence of superimposed subacute bacterial endocarditis, where- 
as sterile emboli of larger size, originating in the fibrillating 
left auricle, apparently tend to avoid small right angle branches 
of the aorta. 
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INTERFERENCE WITH TELEVISION SETS 
BY DIATHERMY UNITS 


To THE Epiror:—!/ installed a new Federal Communications 
Commission approved diathermy unit, and it produced as 
much as or more television interference than my old unit. The 
same thing was true when a unit manufactured by another 
firm was tried. Has any satisfactory means of eliminating the 
interference been devised? Other than “Raytheon,” do you 
know of any diathermy sets that do not cause television 


interference? Frank L. Perry, M.D., Woodstown, N. J. 


ANSWER.—The F. C. C. has assigned the following bands 
within which medical diathermy and industrial heating devices 
must operate: 13,560 kilocyles plus or minus 6.78 kilocycles; 
27,120 kilocycles plus or minus 160 kilocycles; 40,680 kilo- 
cycles plus or minus 20 kilocycles; and 2,450 megacycles. 

Some television manufacturers picked an intermediate fre- 
quency, in the neighborhood of 27,120 kilocycles, for use in one 
of the stages of the television machine. Since this intermediate 
frequency and one of the frequencies assigned for medical dia- 
thermy are so close, it is possible for medical diathermy devices 
to interfere with these television sets. It is desirable that television 
manufacturers use some other frequency in an intermediate stage, 
which is not near those assigned for use of medical diathermy 
by the F. C. C. If such is the situation in your case, the trouble 
lies with the characteristics of the television receiver. 

It is realized the physician still does not wish to interfere with 
his neighbor’s television, even though he may be within his 
rights when using an F. C. C. approved type of diathermy device. 
An alternate suggestion would be to shield the room in which 
the diathermy machine is operated or to apply a filter to the 
television receiver. 


TREATMENT OF LYMPHOSARCOMA—COLEY’S FLUID 
To THE Epiror:-—I/n a man, aged 70, generalized lymphosar- 
coma (proved by biopsy) involving inguinal, axillary, and 
posterior cervical lymph nodes has developed in the last six 
months. He has had 20 deep therapy x-ray treatments by a 
competent roentgenologist. His general condition up to now 
is satisfactory. Are there any new developments in therapy? 
What is the present opinion about the use of Coley’s fluid? 


James H. Cummings, M.D., St. Louis, Mo. 


ANSWER.—X-ray therapy remains the primary and most effec- 
tive method for treating lymphosarcoma. This agent should be 
employed as long as the patient continues to respond satisfac- 
torily. Nitrogen mustard has occasionally benefited a patient 
temporarily and should be reserved for the widely disseminated 
form of the disease that cannot be adequately controlled by 
x-ray therapy. More recently, triethylene melamine, an agent 
closely allied to nitrogen mustard in its pharmacological action, 
has become available. Its chief advantage over nitrogen mustard 
is that it can be administered orally. Also, in far-advanced cases, 
corticotropin or cortisone has produced some lymph node re- 
gression and temporary improvement. Coley’s fluid has fallen 
into disuse, and there appears to be no reason to believe that it 
would be effective in the treatment of lymphosarcoma. 
REFERENCES: 

Karnofsky, D. A., and others: Triethylene Melamine in Treatment of 
Neoplastic Disease, A. M. A. Arch. Int. Med. 87: 477 (April) 1951. 

Pearson, O. H., and Eliel, L. P.: Use of Pituitary Adrenocorticotropic 


Hormone (ACTH) and Cortisone in Lymphomas and Leukemias, J. A. 
M. A. 144: 1349 (Dec. 16) 1950. 


MULTIPLE LIPOMAS 
To THE Epiror:—A patient has multiple lipomas that develop 
continuously. They vary from the size of a marble to the 
size of a fist. What is the etiology, and what can be done to 
prevent these tumors from reappearing? 
E. N. Ascherman, M.D., Chicago. 


ANSWER.—The cause of either lipomas or lipomatosis is not 
known. It is possible that this disease has some slight associ- 
ation with Von Recklinghausen’s syndrome. Nothing is known 
that will prevent these tumors from reappearing. It is usually 
wiser to remove the larger tumors, as they have been known 
to undergo malignant degeneration. 
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SEQUELAE OF HYDROCYANIC ACID POISONING 

To THE Epitor:—A family was accidentally exposed to hydro- 
cyanic acid gas in the course of a building fumigation. All 
were given some sort of first aid, and at least one was uncon- 
scious for an hour or so. What, if any, residual effects might 


result? M.D., Maine. 


ANSWER.—Concerning the residual toxicity from acute hydro- 
cyanic acid poisoning, it is the consensus of toxicologists that this 
poison can be chronically toxic and may cause neurological 
symptoms after a single subfatal exposure. The symptoms that 
accrue are cachexia, headache, dizziness, pallor, anorexia, 
dyspnea, and, especially, peripheral neuritis and lassitude. 


REFERENCES 
Underhill, F. P.: Toxicology: Or the Effects of Poison, revised by 
Koppanyi, T., Ed. 3, Philadelphia, The Blakiston Company, 1936, p. 48. 


Thienes, C. H.: Clinical Toxicology, Ed. 2, Philadelphia, Lea & Febiger, 
p. 192. 


Sollmann, T.: Manual of Pharmacology, Ed. 7, Philadelphia, W. B. 
Saunders Company, 1948, p. 203. 


TREATMENT OF NARCOTIC 
WITHDRAWAL SYMPTOMS 


To THE Eptror:—Has corticotropin (ACTH) ever been used to 
treat withdrawal symptoms of narcotic addiction? Would 
you outline the best method for withdrawal of methadone? 

Lyddone Miller, M.D., Amherst, Va. 


ANSWER.—Experiments at the National Institute of Mental 
Health Addiction Research Center, United States Public Health 
Service Hospital, Lexington, Ky. have shown that neither cor- 
ticotropin nor cortisone is of any value in alleviating symptoms 
of abstinence from opiates. The question concerning withdrawal 
of methadone is not specific. It is unknown whether with- 
drawal of methadone from persons addicted to that drug alone 
is meant or whether withdrawal of methadone following sub- 
stitution for morphine is in question. In the first case, all that is 
required is simple reduction of the methadone. Under proper 
institutional conditions, withdrawal can be accomplished in 7 to 
14 days. In the second case, one should first ascertain the least 
amount of morphine that will prevent the appearance of with- 
drawal symptoms. This is termed the stabilization dosage and can 
usually be determined in two or three days. Once the stabiliza- 
tion dosage is known, 1 mg. of methadone can be substituted 
for every 3 or 4 mg. of the patient’s accustomed dose of 
morphine. 

As methadone is a cumulative, slow-acting drug, the patient 
should be given one-half his accustomed dose of morphine and 
one-half his calculated dose of methadone during the first day 
of substitution. During the second day, only methadone is given. 
After substitution of methadone has been effected, the calculated 
dosage should be maintained for two or three days. The total 
dosage can be adjusted upward or downward, depending on the 
patient’s response. Thereafter, methadone should be withdrawn 
over the course of 7 to 14 days, depending on the patient’s re- 
sponse. While withdrawal symptoms should be expected near 
the end of treatment, severe manifestations of abstinence are 
never seen when this particular type of withdrawal is used. 


ELECTROCARDIOGRAPHIC CHANGES IN JAUNDICE 

To THE Eprror:—What are the electrocardiographic changes in 
patients with jaundice? Are these changes due to a virus myo- 
carditis, or are the same changes also seen in obstructive 
jaundice? 1. Lutfi Vural, M.D., Ankara, Turkey. 


ANSWER.—Electrocardiographic changes can be observed in 
any type of hepatic icterus. However, the only alteration that 
can be ascribed to the cholemia is sinus bradycardia. Abnor- 
malities of the S-T segment, of the contour of the T wave, and/or 
the Q-T duration, observed not infrequently in the course of 
icterus gravis or in hepatic coma, are usually due to the dis- 
turbance of the electrolyte balance associated with the latter 
conditions. In the case of acute infectious hepatitis, similar 
changes may sometimes be seen and may represent the electro- 
cardiographic manifestations of a concomitant interstitial 
myocarditis. 
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$90 QUERIES AND MINOR NOTES 


HEALING OF “THIN” BONES 


To THE Eprror:—Why do thin, small persons have difficulty in 
forming new bone when fractures of the mandible occur? In 
place of a bony union, a fibrous union and, often, no union 
at all is obtained. 1. Does thin bone affect new bone forma- 
tion? Do a weak and improper blood supply and thin, small 
canaliculi affect formation? 2. 1s calcium metabolism affected 
in this type of person? 3. Is there a hormonal disturbance, 
due to some nervous reaction in these sometimes highly neu- 
rotic persons? 4. Do the sympathetic nervous system and psy- 
chotic factors play an important part in these fibrous unions 
and nonunions of bone? 


William H. Hyde, M.D., Brooklyn, N. Y. 


ANSWER.—This questioner assumes certain facts, which may 
not universally be acceptable. The mandible has excellent bone 
healing powers after fracture, but union in it may be influenced 
by an improper period of, and inefficient efforts at, immobiliza- 
tion; the presence of infection admitted at the time of fracture, 
i. e., open fraccure; and the small medullary cavity of the bone 
and a relatively small amount of cancellous bone compared to 
hard cortical bone, which is less vascular. Bony healing depends 
mainly on blood supply, and bone grafts or other splints may 
be required to establish immobilization or to enhance local blood 
supply to which the healing effort responds with good result. 
To answer the specific questions: 

1. “Thin” bone is ambiguous in meaning. If demineralized 
bone is meant (principally lack of calcium salts, as shown in 
roentgenograms) this may be caused by age, hormonal influ- 
ences, or lack of dentition—as in the old, edentulous jaw. Such 
bone may be found in persons, both men and women, at the 
menopause and after loss of teeth. If thin bone is to be in- 
terpreted as small or narrow bone, this may be a personal or 
familial characteristic and may include all the skeleton. It may 
be an expression of osteogenesis imperfecta or some other 
dyscrasia of bone. Such bones have a lessened blood supply and 
lowered osteogenetic power compared to normal bone. This is 
inherent in the type of skeletal structure, and the bones have 
smaller canaliculi and smaller blood vessels. 

2. Calcium metabolism in persons with small or thin bones 
usually is not abnormal. The blood serum calcium can be de- 
termined; if it is over 11 mg. per 100 cc., osteitis fibrosa cystica 
or generalisata may be suspected, and it can be investigated by 
other symptoms and laboratory findings. Careful study of the 
jaw roentgenogram is indicated. If blood calcium is normal, it 
is difficult to increase it by giving calcium, except in large 
amounts. It is doubtful that calcium metabolism enters into 
this problem. 

3. There may be hormonal disturbances dating back to child- 
hood, starting with a thyroid disturbance, and there also may 
be nutritional defects in adolescence. If “thin bone” appears in 
an adult, it may represent demineralization influenced by hor- 
mone defects, as from ovary or testis. 

4. It has never been shown that the sympathetic nervous 
system or psychotic factors play an important part in fibrous 
union or nonunion of bone. Fractures occurring among inmates 
of insane asylums heal as well as those of other persons. Overly 
nervous or psychotic persons may not tolerate or yield to ortho- 
dox methods of immobilization, so that nonunion results. As- 


. suming immobilization of the fracture has been complete and 


of sufficient length, local irritations by aseptic drilling of the 
bone followed by more immobilization is indicated, or an onlay 
bone graft may be used. 


FREAK DIETS 


To tHE Epitror:—The September issue of Holiday described a 
meat and high-fat diet not only for reducing but for vigorous 
health. This is contrary to what is advocated for the prevention 
of atherosclerosis. Please comment. 


A. 1. Love, M.D., Chicago. 


ANSWER.—Freak diets often do harm. A high-fat diet or a 
high-meat diet should not be prescribed for accomplishing reduc- 
tion in weight. For reduction of weight, a patient needs a rea- 
sonably well-balanced diet in which it may be necessary rigidly 
to curtail the fats and the carbohydrates. The maintenance of 


J.A.M.A., Feb. 16, 1952 


vigorous health also requires a balanced diet, preferably without 
undue emphasis on any one foodstuff. The ultimate cause of 
atherosclerosis is still under discussion, notably the part that 
cholesterol or related lipid-protein combinations may play. The 
proposed high-fat diet will probably add unduly to the patient’s 
weight and thus, in addition to the other harmful effects of 
obesity, increase the hazard of atherosclerosis. 


CONTACT DERMATITIS AND SHOES 


To THE Epitor:—A patient has had a recurrent dermatitis on 
the dorsa of both feet, which follows the outline of the tops 
of her shoes. 1 believe the dermatitis is due to the chrome 
used in the leather dye. The dermatitis heals when she wears 
nonleather shoes. Do you have information concerning shoe 
manufacturers who do not use chrome in dyeing leather? 


Winston C. Holman, M.D., Shreveport, La. 


ANSWER.—It is not sufficient to assume that the dermatitis 
is due to chrome. It may be due to one of the other materials 
of the shoe, such as cement, glue, felt, canvas, polish, trim- 
mings, or lining materials. Sometimes a change to shoes made 
by another manufacturer is sufficient to overcome the trouble. 
If that does not solve the problem, an effort should be made by 
means of patch tests to determine the irritating agent. For un- 
usual cases such as this, manufacturers ordinarily cooperate 
willingly by furnishing samples of the various ingredients for 
the patch tests. A new pair of shoes can then be made, using 
a substitute for the irritating substance. 


TREATMENT OF ACUTE 
LARYNGOTRACHEOBRONCHITIS 


To THE Eprror:—/ am interested in the management of both 
the early stages of acute laryngotrache hitis and the 
later stages, after respiratory obstruction i is s marked. Should 
chemotherapy be withheld until there is a full clinical picture, 
or should treatment be started early, when the obstructive 
phenomena are anticipated? 


Herman Miller, M.D., Pennsylvania. 


ANSWER.—As a general rule, if a child has general symptoms 
of an acute infection, a croupy cough, and a pharynx negative 
for Corynebacterium diphtheriae, a direct diagnostic laryn- 
goscopy should be made, and swab specimens for diagnosis and 
sensitivity tests should be taken directly from the larynx. If 
facilities for this are not available, antibiotics should be given 
without delay, on the basis of the pharyngeal reports. Until now, 
our best results have been obtained with penicillin and strepto- 
mycin, but, if sensitivity tests are unfavorable for these drugs, 
chloramphenicol (chloromycetin®) may be used. The margin be- 
tween safety and toxicity is too narrow to use the sulfonamides 
in children; moreover, their toxic symptoms (fever, cyanosis, 
hemolysis, depression, and anemia) are almost identical with the 
symptoms of acute lar 


HISTAMINE IN HEADACHE 


To THE Epiror:—/n THE JouRNAL (46:979 [July 7] 1951), there 
is a reply to a query regarding histamine in headache. The 
last sentence reads “The contraindications for histamine in- 
jections are cardiovascular dis@ase, peptic ulcer and some types 
of allergy.” It appears that some of the most recent work with 
histamine is not sufficiently well known to have come to the 
attention of the physician who answered the query. May 1 
therefore refer your readers to the following works by Ben- 
jamin Bernstein: (1) Histamine in the Treatment of Peptic 
Ulcer (Rev. Gastroenterol. 14:129, 1947). (2) Acidity: Is It 
Related to the Ulcer Syndrome?, paper read at the One-Hun- 
dredth Annual Session of the American Medical Association, 
Atlantic City, June 13, 1951. A relevant abstract of an article 
from Gastroenterologia, Basel, by Biro and Nagy appears in 
THE JOURNAL (46:969 [July 7] 1951). 

Not only is histamine not contraindicated in the presence 
of ulcer, but it appears that it will find an important place in 
the management of gastric and duodenal ulcer, regardless of 
the effect on gastric acidity. 

Benjamin M. Bernstein, M.D., 
60 Plaza St., Brooklyn 17. 
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